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A STUDY  OF  MEDICAL  PROBLEMS  ASSOCIATED 
WITH  TRANSIENTS 


Introduction 

This  study,  initiated  with  the  specific  objective  of  investigating 
the  public  health  problems  that  exist  in  or  are  caused  by  migration 
and  transiency,  consists  of  an  analysis  of  available  published  material 
and  a field  study  of  case  data  collected  in  20  cities  in  15  States. 
The  public  health  aspects  of  transiency  have  been  recognized  in 
general  for  a great  many  years.  Previous  studies  were  concerned 
very  largely  with  specific  problems  as,  for  example,  those  carried 
out  by  the  United  States  Public  Health  Service  as  early  as  1913.^ 

The  present  study  is  intended  to  cover  the  major  phases  of  the 
transient  health  problem,  but  for  purposes  of  orientation,  reference 
is  made  to  the  predisposing  or  exciting  causes  of  migration  or 
transiency,  the  problems  occurring  as  a result  of  migration,  and 
those  arising  from  unusual  or  variable  demands  on  medical  facilities. 
Among  the  specific  questions  which  the  stud}’  will  attempt  to 
answer  are  the  following: 

1.  What  factors  are  associated  in  the  causation  of  transiency,  and  how 
important  is  the  desire  for  health  as  one  of  them? 

2.  What  statutory  provisions  serve  to  discriminate  against  transients? 

3.  What  are  the  administrative  practices  of  agencies  giving  public  as- 
sistance to  transients? 

4.  What  are  the  definite  medical  needs  of  transients,  and  how  completely 
are  those  needs  met? 

5.  What  influence  do  transients  have  on  community  health? 

6.  How  can  the  medical  problems  associated  with  transients  and  transiency 
best  be  solved? 

It  is  a matter  of  common  knowledge  that  throughout  the  United 
States  nonresidents  or  transients  are  treated  differently  from  resi- 
dents in  many  of  their  contacts  either  with  private  social  agencies 
or  with  governmental  bureaus,  departments,  and  local  authorities. 
Recognizing  the  complexity  of  the  requirements  for  eligibility  for 
public  assistance,  as  well  as  of  the  laws,  regulations,  and  adminis- 
trative policies  by  which  such  requirements  are  put  into  operation, 
certain  highlights  of  these  social  practices  have  been  analyzed  in 
the  study,  a discussion  of  which  will  be  found  in  Parts  I and  II. 


^ See  references  (19),  (75),  and  (110). 
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Even  a cursory  examination  of  tlie  transient  problem  leads  one  to 
the  conclusion  that  transiency  is  “the  pathology  of  migration.” 
Hence,  an  understanding  of  the  complex  of  migration  is  a pre- 
requisite to  any  practical  solution  of  the  problems  associated  -with 
transiency. 

The  term  “transient,”  as  used  in  this  study,  may  prove  confusing 
unless  it  is  understood  at  the  outset  that  the  word,  although  in 
common  usage,  has  various  connotations  not  only  in  the  different 
geographical  areas  of  the  country  but  also  in  legal  and  administrative 
contexts.  The  term  “transient,”  as  it  is  interpreted  in  this  discus- 
sion, designates  any  needy  person  in  any  community  Avho  is  dis- 
criminated against  in  that  community’s  program  of  material  aid  or 
medical  care  by  the  adoption  of  i-esidence  and  technically  related 
requirements.  Putting  it  into  the  simplest  possible  terms,  the  group 
of  persons  referred  to  here  as  “transients”  is  made  up  of  those 
persons  “on  the  road”  who  are  unable  to  maintain  themselves  insofar 
as  the  necessities  of  life  are  concerned.  Among  the  necessities 
which  these  individuals  find  themselves  unable  to  secure  through 
their  own  resources  is  medical  assistance  of  all  kinds.  It  was  there- 
fore with  specific  refei-ence  to  the  availability  of  medical  assistance 
and  the  transients*  need  for  it  that  this  study  was  initiated. 

Sources  of  data. — In  the  bibliography  attached  there  will  be  found 
a list  of  available  documentary  or  previously  published  material  con- 
sulted in  the  course  of  the  preparation  of  this  bulletin.  Citations  and 
reference  sources  are  noted  throughout  the  text. 

TRANSIENT  CASE  STUDY 

In  the  spring  of  1938,  a total  of  1,893  transient  families  and  9,040 
unattached  transients  were  interviewed  by  trained  case  workers  in  20 
cities  distributed  over  15  States  of  the  United  States.  The  data  on 
each  case  had  to  be  secured  in  one  interview,  inasmuch  as  there  was 
no  certainty  that  the  same  individual  or  case  could  be  reached  again. 
Persons  interviewed  were  those  applying  to  social  or  medical  agencies 
for  assistance  of  some  kind.  In  each  instance  the  interview  was  con- 
ducted after  it  had  been  determined  that  the  applicant  was  a “tran- 
sient” or  nonresident.  The  interview  was  conducted  before  any 
decision  on  the  application  had  been  made. 

Inasmuch  as  the  transients  interviewed  for  this  study  constituted 
a mechanically  controlled  random  sample  of  all  transient  applicants 
in  the  city  at  that  time,  and  since  each  individual  interviewed  Avas 
automatically  a transient  because  he  had  been  so  classified  by  an 
official  of  some  public  assistance  agency,  the  sample  is  believed  to  be 
representative  and  of  sufficient  size  to  merit  detailed  analysis.  In 
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this  coimectioii  it  iiii^lit  be  noted  that  in  some  States  the  act  of  classi- 
fication by  an  official  of  some  agency  as  a nonresident  is  virtually  the 
only  one  necessary  to  determine  transiency. 

In  the  selection  of  towns  and  cities  to  l)e  studied,-  care  was  taken 
to  include  representative  parts  of  the  country,  towns  and  cities  show- 
ing the  greatest  concentration  of  transients,  and  various  types  of 
transients.  The  last-named  consideration  is  thought  quite  important 
in  a survey  of  the  entire  transient  problem.  Within  the  selected  towns 
and  cities,  every  organization  rendering  any  type  of  assistance  to 
transients  was  included  in  a preliminary  survey.  Based  on  estimates 
of  the  number  of  transients  seen  by  the  several  agencies,  a selection  of 
agencies  to  be  studied  was  made  so  that  api)roxiniately  90  percent  of 
the  current  flow  was  represented.  Furthermore,  the  selection  gave 
equal  consideration  to  those  of  all  types,  social  and  medical,  case- work 
and  mass-care,  handling  either  families  or  unattached  cases.  In  all, 
about  200  agencies  were  selected  for  study. 

Sampling  within  the  agency  was  controlled  so  that  the  same  pro- 
portion of  all  applicants  was  interviewed  in  each  of  the  types  of 
agencies.  Interviewing  was  conducted  over  a period  of  6 weeks  and 
simultaneously  a count  was  taken  of  all  applicants  to  the  selected 
agencies  so  that  the  flow  was  measured  and  the  sampling  periodically 
adjusted.  Ninet3%-five  trained  case  workers  under  both  local  and 
regional  siqjervision  conq^leted  the  interviews.  The  case  data  thus 
collected  are  based  on  depositions  made  by  individual  transients. 
While  it  is  not  possible  to  verify  these  data,  they  are  believed  to  be 
as  reliable  as  any  information  secured  by  the  interview  technique. 

STUDY  OF  AGENCY  PRACTICE 

In  order  to  determine  the  manner  in  which  public  assistance  of  the 
several  types  is  given  to  transients,  the  restrictions  placed  upon  aid 
to  this  group  of  persons,  and  the  administrative  practices  of  agencies 
giving  aid  to  transients,  as  compared  with  their  statutory  provisions, 
schedule  data  were  collected  by  interviewing  the  responsible  heads  of 
the  several  medical  and  social  agencies  in  the  20  cities  included  in 
the  Transient  Case  Study. 

Data  were  compiled  on  the  432  agencies  that  had  given*  some  type 
of  assistance  to  one  or  more  transients  during  the  month  preceding 
the  interview.  Agencies  refusing  free  care  to  transients  were  not 
included  in  the  analysis. 


- Phoenix  and  Tucson,  Ariz. ; Hot  Springs,  Ark.  ; El  Centro,  Eos  Angeles,  and  Stockton, 
Calif. ; Denver,  Colo. ; Jacksonville,  Fla. ; Atlanta,  Ga. ; Boise,  Idaho  ; New  Orleans,  La. ; 
Minneapolis,  Minn. ; Albuqiieiviue  and  Roswell,  N.  Mex. ; Cincinnati,  Ohio ; Philadelphia, 
Pa.  ; El  Paso  and  San  Antonio,  Tex. ; Ogden,  Utah  ; and  Seattle,  Wash. 
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TUBEKCULOSIS  STI’DY 

An  additional  body  of  data  on  the  incidence  of  pulmonary  tuber- 
culosis among  transients  was  secured  through  collecting  chest  roent- 
genograms of  migratory  agricultural  workers  in  19  cotton  camps  in 
Maricopa  County,  Ariz.  For  this  purpose  a mobile  X-ray  unit  was 
used.  All  cotton  camj)  tenants  over  14  years  of  age  and  within  a 
reasonable  radius  of  the  unit  were  invited  to  come  in  for  examination. 
A total  of  588  persons  responded  and  were  given  the  X-ray  exami- 
nation. The  films  thus  collected  were  interpreted  independently  by 
two  roentgenologists,  one  from  the  staff  of  a local  tubercndosis  diag- 
nostic clinic  and  the  other  from  the  Ignited  States  Public  Health 
Service. 

When  intei'pretation  of  the  films  was  made,  one  or  both  of  the 
roentgenologists  occasionally  clas.sed  the  film  as  “suspicious”  insofar 
as  the  ])resence  or  absence  of  “active  pulmonary  tuberculosis”  was 
concerned.  When  the  interpretations  of  the  two  roentgenologists 
were  different,  the  case  was  tabulated  as  “negative”  in  preference  to 
“suspicious”  or  “active.”  Similarly  a case  was  called  “suspicious”  in 
])reference  to  “active”  if  both  interpretations  appeared  on  a single 
film.  In  this  Avay  the  cases  tabulated  as  “active”  represent  only  those 
on  which  there  was  complete  agreement.  ^ 

TRANSIENT  SYPHILIS  .STUDY 

In  order  to  investigate  the  incidence  of  syphilis  among  transients, 
beneficiaries  of  the  Shelter  Care  Division  Hospital  of  the  Cincinnati 
Department  of  Safety  were  chosen  as  the  population  to  be  studied. 
The  institution  handles  a relatively  large  number  of  transients  and 
requires  that  each  beneficiary  have  a physical  examination  by  the 
medical  staff  soon  after  admission  and  once  a week  thereafter.  In 
every  case,  on  admission  the  applicant  is  classified  by  a trained  social- 
service  worker  as  “local  homeless,”  “State  transient,”  or  “nonresident.” 
This  classification  made  possible  a comparative  study  of  the  several 
groups.  Blood  specimens  from  1,170  beneficiaries  of  the  hospital 
were  examined  by  the  Kahn  and  Kolmer  techniques  in  the  United 
States  Public  Health  Service  Venereal  Disease  Research  Laboratory 
at  Stapleton,  XeAv  York. 

LOIUSVHJ.E  cnw  HOSPITAL  STimY’ 

As  a measure  of  illness  experience  and  of  the  frequency  with  which 
transients  are  accepted  or  rejected  at  large  city  hospitals,  a study  was 
made  of  the  records  of  1,488  applications  to  the  Department  of  Ad- 
missions at  Louisville  (Ky.)  City  Hospital.  This  group  of  applicants 
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is  essentially  similar  to  those  considered  as  ‘transients”  throughout 
this  study.  It  is  recognized  that  a few  of  the  applicants  may  not 
have  been  needy  and  in  that  sense  not  transients,  but  it  is  not  believed 
that  the  number  is  large  enough  to  prejudice  the  validity  of  the  group 
as  a transient  group. 

CAIUFORNIA  GENERAL  HOSPITAL  STUDY 

111  March  1939,  a questionnaire  was  sent  to  each  of  the  t>6  general 
hospital  in  California,  under  county  or  nonprofit  association  control, 
listed  in  the  1939  Hos])ital  Number  of  the  Journal  of  the  American 
Medical  Association.  The  responsible  authority  of  each  hospital  was 
asked  to  supply  data  on  the  number  of  transients  admitted  to  in- 
patient service  during  1938,  on  either  a free  or  part-pay  status.  Re- 
plies were  received  from  42  hospitals.  The  resulting  data  on  the  num- 
ber of  transients  hospitalized  during  the  year  are  believed  to  consti- 
tute a satisfactory  sample  on  which  to  base  some  conclusions  as  to  the 
cost  of  hospitalization  of  transients  in  an  area  where  the  problem  is 
particularly  acute. 

Summary  and  Conclusions 

There  is  in  the  United  States  a large  but  fluctuating  number  of 
needy  individuals,  variously  estimated  at  200,000  to  1,000,000,  who  are 
discriminated  against  in  programs  of  material  aid  and  public  medical 
care  by  the  application  of  residence  and  technically  related  require- 
ments. Such  persons  are  called  “transients”  in  this  study. 

The  study  is  limited  to  the  continental  United  States  and  is  con- 
cerned with  the  health  of  transients  as  it  is  affected  by  their  mode 
of  life  and  social  opportunities.  It  attempts  to  determine:  (1)  The 
origin  of  transiency  from  migration  and  the  importance  of  lack  of 
health  as  a cause;  (2)  the  statutory  limitations  on  public  assistance 
to  transients;  (3)  the  administrative  practices  of  agencies  giving  as- 
sistance to  transients;  (4)  the  medical  needs  of  transients;  (5)  the 
influence  of  transients  on  community  health;  and  (6)  the  most  equi- 
table and  practical  solution  of  the  medical  problems  of  transients 
and  transiency. 

Original  and  documentary  data  related  to  this  subject  are  presented. 
Sources  of  published  material  used  are  given  in  the  references.  Orig- 
inal data  collected  and  used  include:  («)  About  11,000  schedules  re- 
corded by  trained  workers  in  20  cities  of  15  States,  containing  the 
migration  history,  personal  characteristics,  and  disabling  illness  and 
medical  care  history  during  a 3-month  survey  period  of  some  16,000 
transients  who  were  applying  for  public  assistance;  (h)  432  schedules 
on  the  admission  policies  of  public  assistance  agencies  in  the  same 
cities;  (c)  records  of  application  of  1,488  transients  for  in-patient 
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care  at  a lar^e  charity  hospital;  {d)  serological  reactions  of  1,170 
inmates  of  a large  municipal  shelter  for  homeless  men;  (e)  results  of 
chest  X-ray  examinations  of  transients  in  19  cotton  camps  in  a south- 
western State;  and  (/)  replies  from  42  local  governmental  and  non- 
profit association  general  hospitals  in  California  to  a questionnaire 
concerning  the  number  of  transients  hospitalized  during  1938. 

MIGRATION  AND  TRANSIENCY 

Migration  has  been  an  outstanding  characteristic  of  the  people  of  the, 
United  States.  Students  of  migration  in  this  country  are  convinced 
that,  since  the  forces  causing  it  are  still  operative,  it  will  continue  and 
may  increase  in  the  future.  It  produces  not  only  demographic  effects, 
in  that  the  age,  sex,  and  race  compositions  of  populations  are  materi- 
ally influenced,  but  also  a number  of  effects  on  social  organization  in 
general  and  community,  family,  and  individual  adjustment  in  par- 
ticular. It  is  in  the  failure  of  individuals  to  orient  themselves  prop- 
erly to  new  environments,  especially  in  their  failure  to  maintain  or 
secure  economic  self-sufficiency,  that  transiency  arises. 

It  seems  indisputable  that,  if  migration  is  to  continue,  and  some 
proportion  of  the  migrants  may  be  expected  to  fail  in  their  attempts 
at  rehabilitation,  social  planning  should  be  directed  toward  guiding 
the  streams  of  migration  and  relieving  the  destitution  of  the  unsuc- 
cessful. These  functions  can  be  carried  out  successfully  only  by  coop- 
erative Federal  and  State  action. 

Interstate  migration  is  motivated  largely  by  economic  need,  and 
only  a small  part  of  the  whole  is  caused  by  ill  health.  Practically  all 
the  pathological  conditions  for  which  transients  move  across  State 
lines  are  pulmonary,  usually  tuberculosis,  and  most  migration  of  this 
type  is  directed  toward  the  Southwest.  It  is  estimated  that  there  are 
now  in  the  southwestern  States  at  least  10,000  tulierculous  transients 
who  are  unable  to  pay  for  needed  sanatorium  care.  The  highest  pro- 
portion of  individuals  who  became  migrants  because  of  health  was 
found  among  transients  interviewed  in  Hot  Springs,  Ark.,  followed  in 
order  of  importance  by  Tucson,  Ariz. ; El  Paso  and  San  Antonio,  Tex. ; 
Denver,  Colo. ; and  Los  Angeles,  Calif.  By  place  of  origin  the  highest 
proportion  of  health  migrants  was  found  among  transients  from  the- 
eastern  States.  One  part  of  migration,  usually  not  recognized,  is  that 
which  was  started  because  of  economic  conditions  but  turned  toward 
the  Southwest  because  of  ill  health. 

Another  large  jiart  of  the  transient  problem  that  has  been  ignored 
in  most  studies  and  writings  is  intrastate  migration.  It  is  princi- 
pally rural-urban  and  a considerable  proportion  of  the  individuals 
move  in  search  of  medical  care — a factor  found  to  be  almost  negligi- 
ble in  interstate  migration. 
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Xo  exact  census  of  transients  in  the  I'^nited  States  has  ever  been 
possible  because  of  the  very  nature  of  migration  and  transiency.  An 
estimate,  based  on  data  collected  during  the  first  quarter  of  1938, 
indicates  that  some  4()0,00()  transients  applied  for  public  assistance 
in  1 year  throughout  the  country. 

Data  on  transient  cases  in  1934  and  1938  indicate  that  families 
make  up  about  one-fifth  of  the  total  cases,  although  the  percentage 
probably  is  much  higher  in  some  cities.  The  transient  family  seems 
definitely  to  be  increasing  in  size,  particularly  among  transients 
from  the  States  furnishing  the  greatest  part  of  the  transient  ])opula- 
tion.  There  is  also  some  evidence  that  the  largest  families  are  the 
least  mobile. 

In  general,  transients  are  younger  than  residents  on  the  relief  rolls. 
As  between  interstate  and  intrastate  transient  family  heads,  the  in- 
terstate group  contains  the  smaller  ])ro})ortion  of  persons  55  years  of 
age  and  over  and  of  youths  under  years  of  age,  while  among  the 
unattached  the  interstate  group  shows  the  smaller  proportion  of 
aged  but  a greater  j)roportion  of  youths. 

If  classified  according  to  the  last  State  in  which  they  had  lived 
for  as  long  as  1 year,  practically  half  of  the  family  transients  inter- 
viewed came  from  4 States,  Oklahoma,  Arkansas,  Missouri,  and 
Texas,  and  half  the  unattached  interstate  transients  came  from  11 
States. 

About  70  percent  of  the  families  and  77  percent  of  the  unattached 
had  been  migrants  for  less  than  1 year,  while  among  those  who  had 
been  migrants  for  as  long  as  2 years  practically  all  of  the  family 
cases  and  more  than  nine-tenths  of  the  unattached  had  lived  in  the 
State  of  interview  1 year  or  more. 

These  data  indicate  that  the  transient  population  is  not,  as  is 
often  stated,  made  nj)  largely  of  a group  of  individuals  who  have 
chosen  a life  of  migration.  While  some  few  do  folloAV  a pattern 
of  seasonal  movement  or  just  wander  from  place  to  place  as  oppor- 
tunity for  economic  improvement  presents  itself,  it  is  believed  that 
approximately  three-fourths  of  the  interstate  transient  group  is  made 
up  of  families  and  individuals  who  are  in  the  process  of  relocation. 

. STATUTORY  LIMITATIONS  ON  PUBLIC  ASSISTANCE  TO  TRANSIENTS 

The  majority  of  States  have  among  their  statutes  so-called  “iioor 
laws,”  “pauper  laws,”  “public  assistance  laws,”  or  “public  welfare 
laws.”  In  these  laws  the  State  imposes  upon  itself  or  its  political 
subdivisions  the  obligation  to  relieve  the  destitute.  Provision  for 
public  medical  care  usually  is  embodied  in  these  laws — hence  relief 
for  the  sick-poor  is  set  within  the  framework  for  relieving  destitu- 
tion. 


8 


111  39  States  the  “poor  laws”  include  other  sections  called  “settle- 
ment laws”  in  which,  with  few  exceptions,  it  is  provided  that  the 
benefits  of  relief  to  the  destitute  are  to  apply  only  to  persons  defined 
by  law  as  residents  of  the  State  or  certain  of  its  political  subdivisions 
or  both.  There  may  or  may  not  be  further  provision  for  the  medical 
relief  of  nonresidents. 

The  history  of  settlement  law  may  be  traced  to  the  feudal  era  in 
England.  The  English  influence  in  this  country  is  partly  due  to 
the  legal  concejits  inherited  and  brought  from  England  by  the  first 
colonists  Avho,  if  not  always  racially  identical,  were  culturally  sim- 
ilar to  the  English.  Settlement  laws  of  the  original  colonies  have 
served  as  models  for  subsequent  State  .settlement  laws.  Another 
reason  for  the  adoption  in  the  United  States  of  settlement  laws 
closely  resembling  those  of  England  during  the  seventeenth  century 
is  found  in  the  similarit}^  of  social  and  economic  conditions  existing 
in  the  original  colonies  and  England  at  that  time.  In  both  countries 
the  chief  occupations  were  agricultural  and,  with  a relatively  limited 
labor  supply,  the  laboring  classes  wei'e  surrounded  by  a series  of 
restrictions  designed  to  attach  them,  as  far  as  possible,  to  the  locale 
where  they  happened  to  be  settled.  However,  the  most  important 
reason  for  the  existence  of  settlement  laws,  and  the  most  important 
consideration  in  discrimination  against  the  transient  today,  is  the 
attempt  of  the  individual  communities  to  protect  themselves  from 
persons  likely  to  become  dependent. 

“Commorancy*'  or  residence,  as  such,  in  a given  locality  and  over 
a stipulated  period  of  time  is  a common  prerequisite  to  settlement 
in  the  laws  of  all  States,  and  the  list  of  conditions  under  which 
I'esidence  must  be  accomplished  in  the  various  States  is  a long  one. 
On  the  subject  of  where  a person  must  have  lived  to  acquire  resi- 
dence, the  39  States  having  settlement  laws  have  13  ditferent  provi- 
sions. This  confusion  alone  has  contributed  a great  deal  to  the 
difficulties  involved  in  dealing  with  transients. 

Provisions  in  regard  to  the  length  of  residence  required  for  settle- 
ment are  more  complex.  Time  required  varies  not  only  between 
States,  from  (1  months  to  5 years,  but  often  between  political  subdi- 
visions within  States,  according  to  the  person's  financial  status,  his 
property  ownership,  or  his  state  of  health  or  that  of  members  of 
his  family. 

Analysis  of  the  provisions  of  the  settlement  laws  over  a period 
of  25  years  shows  that  during  that  time  one-third  of  the  States  have 
increased  the  period  of  residence  required  for  settlement.  Settle- 
ment laws  in  all  but  seven  of  the  States  having  .such  laws  make 
re.strictive  provisions  that  bear  on  either  the  continuity  of  residence 
or  its  chronological  precedence  to  a])plication  for  j)ublic  assistance. 
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Sixteen  States  void  the  entire  period  of  residence  if  it  is  interru[)ted 
by  a period  during  which  the  j)erson  is  not  self-supporting  and,  in 
others,  provisions  change  the  period  required  if  the  individual  re- 
ceives specific  kinds  of  support. 

Citizenshiji  is  a prerequisite  to  settlement  in  one  State  and  in  one 
county  of  another  State.  In  three  States  persons  may  be  prevented 
from  ac(iuiring  settlement  in  a town  or  county  by  a formal  warning 
from  the  authorities  to  depart.  Several  States  provide  that  employ- 
ees and  patients  of  State  institutions  either  may  not  gain  settlement 
or  may  do  so  only  after  a relatively  prolonged  period. 

Statutory  enactments  on  loss  of  settlement  may  be  as  effective 
in  barring  transients  from  ])ublic  assistance  as  those  relating  to 
acquiring  settlement.  The  situation  regarding  loss  of  settlement  is 
less  coni])lex  only  l)ecause  fewer  States  have  statutes  on  the  subject. 
Tliree  States  provide  for  loss  of  settlement  solely  on  acquisition  of 
any  new  settlement,  six  on  acquisition  of  a new  settlement  in  another 
State,  and  nine  on  acquisition  of  a new  settlement  within  the  same 
State.  Eighteen  States  provide  for  loss  of  settlement  by  absence 
for  a specified  period  which  varies  from  1 month  to  5 years.  In  six 
States,  the  stipulated  period  for  loss  of  settlement  is  less  than  is 
that  for  acquisition,  and  one  State  voids  settlement  after  assistance 
as  a pauper  for  o years. 

Thirty-nine  States  make  provision  in  their  poor-laws  for  the  relief 
of  nonresidents.  In  32  States  it  is  mandatory,  in  2 it  is  mandatory 
for  certain  cases  only,  and  in  the  other  o the  statutes  are  only  per- 
missive. In  24  States  responsibility  for  the  relief  rests  on  local 
political  units,  in  3 States  the  State  alone  is  responsible,  while  in 
10  States  there  is  joint  responsibility. 

Relief  to  nonresidents  in  some  States  is  available  only  to  those 
who  are  sick;  in  other  States  it  depends  on  funds  being  available. 
Several  States  limit  such  relief  to  those  “who  have  been  committed 
to  jail,”  “have  been  injured  on  the  State  highways,”  or  “who  are 
indigent  by  reason  of  physical  or  mental  infirmity.”  Others  specify 
“State  ])aupers”  (undefined)  or  “those  who  are  not  residents  of  any 
individual  township.”  Probably  the  most  important  restriction  on 
assistance  to  nonresidents  is  the  stipulation,  made  by  19  States,  that 
such  aid  be  temporary  or  emergency  only. 

The  settlement  laws  are  the  embodiment  of  a discrimination  which 
most  States  and  communities  exercise  against  persons  who  have  be- 
come or  who  are  likely  to  become  de])endent  on  the  community  for 
assistance.  Formulated  originally  both  to  protect  the  poor-funds 
of  the  community  and  to  restrict  the  movement  of  needed  workers, 
they  have  been  handed  down  to  a society  in  which  the  free  movement 
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of  labor  is  essential  and  economic  distress  in  local  ^()vernments  is 
almost  universal.  The  result  of  such  a combination  is  easily 
])redicted. 

Many  migrants  have  lost  all  rights  to  assistance  in  any  State. 
Others  are  entitled  to  receive  only  “emergency’'  assistance,  and  the 
majority  have  no  governmental  oi-ganization  to  which  they  can  turn 
for  aid.  It  should  be  emphasized,  however,  that  the  settlement  law 
per  se  is  not  the  cause  but  only  the  statutory  method  through  which 
transients  are  made  the  object  of  discrimination.  Discrimination  is 
ecpially  definite  where  no  such  statute  exists. 

administrative  tractices  of  agencies  gi^tng  public  assistance  to 

TRANSIENTS 

Three-fourths  of  the  432  agencies  that  assist  transients  in  the  20 
study  cities  are  social,  i.  e.,  their  primary  function  is  to  dispense  gen- 
eral relief;  and  one-fourth  are  primarily  medical.  Medical  agen- 
cies, however,  handle  onl}^  13.1  percent  of  all  ap|)lications  from 
transient  families  and  7 percent  of  those  from  unattached  transients. 
A count  of  transient  applications  in  1938  indicated  that,  in  addition 
to  the  a])plications  for  aid  at  medical  agencies,  2.7  percent  of  those 
at  social  agencies  were  also  for  medical  care.  In  the  20  cities  there 
are  the  same  number  of  hospitals  that  give  assistance  to  transients  as 
there  are  clinics  (or  out-patient  departments).  General  hospitals 
represent  almost  63  percent  of  such  hospitals,  and  maternity  hos])itals 
about  20  percent. 

Of  the  324  social  agencies,  57  ])ercent  are  mass-care  agencies  and 
they  handle  two-thirds  of  all  applicants  to  social  agencies.  The 
remaining  43  percent  are  case-work  agencies  and  handle  one-third  of 
the  cases. 

Thirty-two  percent  of  agencies  providing  medical  care  to  transients 
are  under  governmental  control,  while  among  those  not  giving  medi- 
cal attention  to  transients  the  percentage  is  only  13.3.  However, 
the  governmental-agency  a])]ilications  included  three-fourths  of  all 
persons  who  applied  to  medical  agencies  and  one-third  of  all  who 
applied  to  social  agencies.  Of  all  agencies  giving  medical  care  to 
transients,  more  than  one-third  restricted  the  care  to  emergency 
service  only;  another  third  gave  ordinary  care  to  selected  cases 
only;  and  less  than  a third  had  no  restrictions  upon  the  type  of 
medical  attention  furnished.  Of  the  146  general  hos]iitals  in  the 
20  cities,  only  30  gave  any  medical  care  to  transients  and  only  7 gave 
it  without  restrictions. 

Data  on  residence  requirements  of  out-patient  departments  in 
general  hospitals  of  the  United  States  were  available  in  studies  from 
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the  National  Health  Inventory.  These  show  that  while  only  sli«rhtly 
more  than  half  of  all  ont-patient  departments,  both  free  and  other, 
make  residence  requirements  for  eligibility  for  care,  91  percent  of 
local  governmental  and  73  percent  of  State  ont-patient  tlepartments 
do  so. 

Keoardless  of  location  with  reference  to  settlement  law  and  of  the 
organization  in  control,  discrimination  aj;ainst  the  transient  in  })ublic 
assistance  agencies  is  the  rule,  and  public  assistance  ajjencies  that 
treat  transients  on  the  same  basis  as  residents  are  the  exception. 

The  findings  (1)  that  governmental  agencies  handle  the  greater 
part  of  ai)plications  to  medical  agencies,  (2)  that  a higher  ])roportion 
of  governmental  than  of  nongovernmental  general  hos])itals  give 
free  care  to  transients,  and  (3)  that  a greater  ])ro})ortion  of  them 
adhere  to  the  settlement  restrictions,  were  to  be  expected.  That 
ahnost  half  of  all  governmental  as  well  as  nongovernmental  agencies 
in  States  with  settlement  laws  have  stricter  settlement  requirements 
than  the  law  ])rovides  is  not  so  well  known.  This  setuns  to  indicate 
that  it  is  not  entirely  the  settlement  law  that  deprives  the  transient 
of  relief. 

The  analysis  of  agencies  in  the  20  cities  by  restrictions  iq>on  ty{>e 
of  care  given  is  ])robably  a representative  picture  of  the  provision 
of  medical  care  to  transients.  When  it  is  seen  that  almost  two-thirds 
of  the  agencies  giving  medical  care  to  transients  restrict  the  care  to 
either  emergency  or  selected  cases,  the  difficulties  facing  the  transient 
who  requires  medical  care  are  at  once  apparent. 

TLlvXESS  EXPERIENCE  AND  MEDICAL  CARE  OF  TRANSIENTS  COMPARED  WITH 

THOSE  or  RESIDENTS 

It  was  found  that  13.6  percent  of  the  9,040  unattached  transients 
who  were  interviewed  and  21,7  percent  of  the  7,105  transients  in 
interviewed  family  cases  had  had  disabling  illness  during  the  3-month 
survey  period.  Interstate  family  transients  had  a 74  percent  higher 
disabling  illness  rate  than  did  residents,  and  the  rate  for  interstate 
unattached  transients  was  45  percent  higher  than  that  for  residents 
of  comparable  age  and  sex.  Transients  not  only  had  a higher  dis- 
abling illness  rate  than  all  residents  considered  in  the  Health  and 
Depression  Study,  but  higher  even  than  the  “poor”  residents. 

On  the  basis  of  mobility,  transients  who  have  been  migrants  less 
than  2 years  have  less  disabling  illness  than  those  who  have  been 
migrants  a longer  period  of  time,  and  as  the  period  of  stay  in  the 
State  of  interview  increases,  the  disabling  illness  rate  becomes  higher. 
In  any  comparison  of  disabling  illness  rates  between  interstate  and 
intrastate  transients,  if  only  the  individual- making  the  application  for 
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public  assistiince  is  considei-ed,  the  'intrastate  group  exhibits  a higher 
rate  of  disabling  illness,  and  makes  a considerably  higher  proportion 
of  ap]dications  for  assistance  to  medical  agencies. 

Analysis  of  disabling  illness  by  diagnosis  groups  shows  that  inter- 
state transients  have,  like  residents,  the  highest  disabling  illness  rate 
from  the  respiratory  diseases.  In  the  unattached,  this  diagnosis 
group  is  followed,  in  order  of  importance  as  a cause  of  disability,  by 
accidents,  puerperal  conditions,  communicable  diseases,  and  diges- 
tive diseases.  Degenerative  and  nervous  conditions  and  rheumatism 
full  at  the  end  of  the  six  most  dmportant  grou])s.  Among  family 
interstate  transients,  communicable  diseases,  ])uerperal  conditions, 
digestive  diseases,  degenerative  diseases,  and  accidents  follow  res- 
piratory conditions  in  order  of  importance. 

The  disabling  illness  rates  of  all  interstate  transients  exceed  those 
of  residents  for  all  conditions  except  degenerative,  nervous,  and 
rheumatic  diseases.  The  greatest  excess  of  disabling  illness  among 
interstate  transients,  as  compared  with  residents,  appears  in  the  un- 
attached who  seem  to  have  more  than  seven  times  as  much  disability 
from  communicable  diseases  and  almost  five  times  as  much  from 
accidents,  as  do  residents  of  comparable  age. 

From  these  data  it  is  seen  that  transients,  either  interstate  or 
intrastate,  have  considerably  more  disabling  illness  than  })ersons  who 
have  resided  in  communities  long  enough  and  under  such  conditions 
as  to  have  the  status  of  residents. 

Intrastate  transients  have  even  higher  disabling  illness  rates  than 
do  the  interstate.  It  is  believed  that  this  ditference  is  due  to  the 
greater  proportionate  migration  of  intrastate  transients  to  cities  in 
search  of  public  medical  care  which  they  do  not  believe  is  available 
to  them  at  home  in  smaller  communities.  That  a larger  proportion 
of  intrastate  than  of  interstate  transients’  applications  were  to  medi- 
cal agencies  is  a corollary  of  their  search  for  medical  care. 

Data  on  disabling  illness  rates  by  degrees  of  mobilit}’  definitely 
suggest  a health  selection  in  migration.  The  pattern  appears  to  be 
as  follows;  Among  all  interstate  transients  the  most  recent  migrants 
have  the  least  number  of  disabling  illnesses,  and  as  migration  con- 
tinues the  incidence  of  disabling  illness  increases.  However,  as  ill- 
ness strikes  more  frequently,  the  result  seems  to  be  that  migration 
is  delayed  and  often  the  migrant  settles  down  in  some  community 
and  eventually  becomes  a resident.  This  tendency  may  be  respon- 
sible for  the  high  rate  of  illness  and  disease  found  in  cities  among  the 
local  homeless,  many  of  whom  may  well  be  former  interstate  tran- 
sients disabled  for  migration  by  chronic  or  recurring  diseases. 

Thei’e  are  several  reasons  why  transients  exhibit  a very  high  rate  of 
disabling  illness.  First,  they  are  more  likely  than  residents  to  suffer 
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accidents  while  traveling  from  place  to  place.  They  are  exposed  to 
the  risk  of  communicable  disease  to  a much  p-eater  extent  than  are 
residents,  who  do  not  often  live  in  the  insanitary  conditions  found  in 
camps,  shelters,  and  other  forms  of  temporary  habitation.  A second 
and  more  important  reason  for  a hi^h  disablinjr  illness  rate  ainon^i: 
transients  is  that  they  are  “marginar’  individuals.  A majority  of 
them  start  migration  because  they  are  unable  to  support  themselves  at 
home,  and  it  has  been  shown  repeatedly  that  the  poorest  fraction  of  the 
population  has  the  highest  illness  rates.  Third,  some  of  those  found  as 
transients  have  migrated  because  they  are  ill,  and  finally  the  very  fact 
that  they  receive  less  medical  care  than  needy  resident  groups  may  well 
tend  to  increase  their  illness  rates.  One-ninth  of  all  disabling  illness 
experienced  by  members  of  transient  families  (but  excluding  families 
headed  by  persons  eligible  for  Federal  hospitalization)  was  hospital- 
ized, less  than  a third  received  only  the  attention  of  a physician,  and 
almost  three-fifths  did  not  come  to  medical  attention.  For  similar 
illnesses  residents  received  3.2  percent  more  hospitalization,  21.4  per- 
cent more  attention  by  physicians,  and  some  type  of  care  in  24.5  percent 
more  of  the  illnesses  reported. 

A considerable  proportion  of  the  unattached  interstate  transients 
interviewed  are  eligible  for  Federal  hospitalization.  One-ninth  of  all 
unattached  transients  were  beneficiaries  of  this  service  as  United  States 
veterans,  and  3.4  percent  were  eligible  for  medical  care  as  merchant  sea- 
men. These  two  groups  received  some  kind  of  medical  attention  for  83 
])ercent  and  96.4  j^ercent  of  their  disabilities,  respectively,  while  only 
66.2  pei'cent  of  those  experienced  by  other  unattached  transients  were 
given  medical  attention.  Veterans  were  hospitalized  for  50.2  percent 
of  their  reported  disabilities,  seamen  for  40.3  percent,  and  other  unat- 
tached transients  for  only  28.3  percent. 

Data  on  1,444  nonresident  applications  for  in-patient  care  at  Louis- 
ville City  Hospital  show  that  those  by  Kentuckians  constitute  more 
than  half  of  the  total.  About  three-fourths  were  made  by  white  per- 
sons and  slightly  more  than  half  by  females,  the  excess  of  females  over 
males  occurring  principally  in  the  age  group  15-24.  The  greatest  num- 
ber of  intrastate  applicants  (Kentuckians)  in  relation  to  the  population 
of  the  place  of  residence  came  from  counties  touching  Jefferson,  the 
county  in  which  Louisville  lies. 

Disposition  of  the  transient  applicants  at  this  hospital  was  as  fol- 
lows: {a)  43.7  percent  were  admitted;  {h)  11.6  percent  were  referred 
to  other  hospitals;  (<?)  3.6  percent  were  referred  to  practicing  physi- 
cians; and  id)  for  41.1  percent  no  provision  for  medical  care  was  made. 
The  proportion  by  place  of  residence  of  applicants  accepted  for  bed 
care  at  Louisville  City  Hospital  was  between  40  and  50  percent  for  all 
nonresidents  except  those  from  Jefferson  County,  only  8.6  percent  of 
whom  were  admitted. 
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Discrimination  against  transients  was  discussed  from  the  viewpoints 
of  canse,  history,  trends,  and  modm  operandi.  Data  on  medical  care 
received  by  transients  show  the  results  of  this  discrimination.  No  class 
or  type  of  transient,  except  special  beneficiaries  of  the  Federal  health 
services,  receives  as  much  medical  care  as  even  the  poor  in  resident- 
groups.  Although  most  students  of  the  subject  agree  that  care  re- 
ceived by  many  residents  is  not  adequate  for  the  maintenance  of  healthy 
transients  receive  even  less  care  than  do  residents. 

THE  INFLUENCE  OF  TRANSIENTS  ON  COMMUNITY  HEALTH 

Transients  may  be  found  living  under  all  kinds  of  sanitary  condi- 
tions. While  some  transients  resemble,  in  their  hygienic  surround- 
ings, residents  of  the  same  economic  status,  a greater  proportion  are 
forced  to  exist  under  almost  eveiy  imaginable  variety  of  insanitary 
condition.  Wretched  housing  among  transients  is  found  in  every 
State,  but  more  frequently  in  the  Southwest  since  transients  are  found 
there  in  the  greatest  numbers.  The  majority  of  transients  live  in 
temporary  shelters  that  range  downward  in  degrees  of  sanitation  from 
the  Farm  Security  Administration  camps  and  the  better  grower 
camps,  through  the  worst  of  grower  camps  and  the  poorer  tourist 
camps  to  the  most  insanitary  of  all,  the  squatter  camps  or  jungles. 
In  the  latter  are  often  found  all  conceivable  violations  of  hygienic 
standards  in  excreta  disposal.  The  water  supply  even  for  drinking 
jmrposes  is  often  the  nearest  stream,  pool,  or  irrigation  ditch.  Seri- 
ous overcrowding  in  the  shelters  is  almost  universal  even  in  the 
grower  camjis. 

As  a result  of  these  conditions  a high  incidence  of  typhoid  fever 
and.  particularly,  of  dysentery,  occurs  among  transients,  especially 
among  the  migratory  agricultural  workers.  On  the  basis  of  dis- 
abling illnesses  reported  by  transients  in  interviewed  cases,  the  inci- 
dence of  typhoid  fever  was  approximately  34  times  as  high  as  among 
all  residents  of  the  United  States  in  1938. 

Various  organizations  have  been  vitally  concerned  with  this  aspect- 
of  transient  life,  and  there  is  some  evidence  that  housing  conditions  in 
general  are  improving.  Both  the  Farm  Security  Administration 
canqis  and  those  grower  camps  built  and  maintained  under  the  juris- 
diction of  competent  health  authorities  have  done  a great  deal  to  im- 
jirove  the  living  conditions  of  transients.  It  remains  to  be  seen 
whether  good  camps  can  be  provided  in  sulRcient  number  to  raises 
the  standard  of  sanitation  for  any  significant  number  of  transients. 

No  thorough  studies  of  the  diets  of  transients  have  been  made,  but- 
a partial  one  showed  that  on  the  basis  of  milk  consumption  the 
diets  of  transient  children  are  very  inadequate.  Since  the  majority  of 
migratory  agricultural  transients  in  the  Southwest  come  from  the 
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West  South  Central  States,  their  diet  is  very  likely  to  be  that  of  the 
poorer  residents  of  those  States,  made  even  more  inadequate  by  the 
financial  distress  into  which  the  transients  have  fallen.  It  is  believed 
by  all  competent  observers  that  their  diets  fall  far  short  of  minimum 
requirements  in  total  calories,  vitamin  and  mineral  content,  and 
digestibility. 

As  evidence  of  the  resnlts  of  inadequate  diets  amonj^  these  tran- 
sients it  was  found  in  one  study  of  the  children  of  migratory  agri- 
vnltiiral  workers  that  27.9  jiercent  of  them  had  nutritional  and 
dietary  defects,  not  including  dental  caries  and  decalcification.  Dur- 
ing the  Transient  Case  Study  6 transients  were  interviewed  who  had 
been  disabled  by  ])ellagra,  a deficiency  disease,  during  the  3-nionth 
survey  period.  The  cnmnlative  effect  on  future  health  in  the  western 
States  of  allowing  children  to  subsist  on  very  inadequate  diets  is  one 
that  should  be  given  serious  consideration  by  health  authorities. 

The  incidence  of  active  pulmonary  tuberculosis  among  all  tran- 
sients who  apply  for  public  assistance  is  probably  around  2 percent 
for  the  country  as  a whole  and  somewhat  higher  in  the  Southwest. 
In  some  cities  to  which  there  is  considerable  migration  because  of 
pulmonary  conditions  and  in  which  migratory  labor  is  not  in  very 
great  demand,  the  incidence  of  active  ])ulmonary  tuberculosis  among 
transients  may  be  as  high  as  9 percent. 

Almost  without  exception  the  nonresident  or  transient  tuberculous 
person  is  excluded  from  the  sanatorium  or  must  spend  a long  time 
in  residence  before  hospitalization.  This  can  mean  only  that  he  is 
forced  to  continue  spreading  the  infection  to  nontuberculous  indi- 
viduals. 

According  to  a survey  of  unattached  homeless  men  in  one  city,  the 
incidence  of  serologically  detectable  syphilis  appears  to  be  about  8 
percent  for  white  interstate  unattached  transients  and  about  29  per- 
cent for  colored.  This  is  approximately  2 percent  less  than  the  rates 
determined  for  the  coiTes|)onding  local  homeless  groups  in  the  same 
city.  As  in  tuberculosis,  the  transient  with  syphilis  is  usually  “in- 
eligible" for  ])ublic  treatment,  despite  the  fact  that  one  of  the  most 
important  publio  health  considerations  in  the  treatment  of  syphilis 
is  the  protection  of  the  rest  of  the  population  by  making  each  case 
noninfectious. 

Smallpox  is  not  only  occurring  at  a high  rate  among  transients 
but  is  being  spread  by  them  from  one  community  to  another  and 
from  State  to  State;  meningococcus  meningitis  epidemics  also  seem 
to  be  encouraged  by  the  housing  of  transients  in  congregate  shelters. 

A very  great  danger  to  the  health  of  communities  exists  in  the 
possibility  of  the  introduction  by  transients  of  relatively  unknown 
diseases.  For  example,  all  the  known  requirements  for  the  intro- 
duction of  malaria  into  a number  of  States  exist  in  the  transient 
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situation  today.  This  disease  and  trachoma  are  probably  now  being 
carried  to  California  and  other  parts  of  the  West  by  transients  from 
the  South  Central  States. 

A very  important  effect  of  interstate  transients  on  communities  is 
the  cost  of  public  medical  care  given  to  them.  For  hospitalization 
alone  it  has  been  estimated  that  transients  cost  Los  Angeles  County 
(Calif.)  $170,000  annually.  From  the  records  of  admissions  of  inter- 
state transients  to  16  county  hospitals  in  California,  an  annual  cost 
per  county  of  $26,000  was  estimated.  The  Louisville  (Ky.)  City 
Hospital  Department  of  Admissions  estimates  that  the  hospitaliza- 
tion of  nonresidents  in  this  institution  cost  Louisville  taxpayers  about 
$14,000  in  1937  and  around  $9,000  in  1938.  It  is  of  interest  to  note 
that  more  than  half  the  applicants  and  transients  admitted  to  this 
institution  were  intrastate  transients. 

The  effect  of  transients  on  community  health  is  to  increase  the 
hazard  of  ill  health  to  residents  and  to  raise  the  incidence  of  most  of 
the  communicable  diseases.  The  incidence  of  tuberculosis,  sy])hilis, 
gonorrhea,  and  malaria  almost  certainly  is  increased  in  a community 
by  adding  transients  to  the  resident  population.  This  is  partly  due 
to  the  higher  rate  of  these  conditions  among  transients;  but  it  results 
chiefly  from  the  fact  that  transients  are  not  given  equal  considera- 
tion in  community  programs  of  sanitation,  preventive  medicine,  and 
isolation  of  infectious  cases  of  communicable  disease. 

The  discrimination  noted  against  diseased  transients  in  hospitals, 
sanatoria,  and  clinics  undoubtedly  has  an  economic  basis.  The  cost 
of  hospitalization  for  the  average  long  period  of  institutionalization 
in  pulmonary  tuberculosis  is  so  high  that  no  community  feels  willing 
to  provide  facilities  or  pay  for  hospitalizing  nonresidents  with  this 
condition.  Hence  there  result  the  settlement  laws  with  their  special 
restrictions  against  persons  with  pulmonary  tuberculosis.  The  States 
have  felt  that  if  nonresidents  were  admitted  to  State  tuberculosis 
sanatoria  it  would  serve  only  to  attract  more  indigent  tuberculous 
])ersons  from  areas  where  free  hospitalization  for  this  disease  is  not 
available  to  all  persons  suffering  from  it. 

The  data  presented  on  the  cost  of  public  hospitalization  now  being 
supplied  to  transients  in  general  hospitals  seem  to  show  that  an  enor- 
mous load  from  this  cause  is  being  carried  by  some  communities,  in 
spite  of  the  fact  that  transients  generally  receive  considerably  less 
medical  care  and  hospitalization  than  do  residents. 

Recommendations 

The  conclusions  expressed  in  this  report  have  resulted  from  the  anal- 
ysis of  original  data  collected  during  the  course  of  the  study,  from  the 
various  studies,  books,  and  articles  published  on  transiency  and  related 
subjects,  and  from  the  advice  and  counsel  of  various  authorities. 
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Specific  recominenclatioiis  as  to  the  most  equitable  and  practical 
solution  of  the  medical  problems  associated  with  transients  are:  (1) 
In  any  plans  formulated,  the  basic  consideration  that  migration  and 
transiency  are  permanent  characteristics  of  American  society  and 
economy  must  be  ^iven  a prominent  place.  (2)  There  should  be  a 
national  policy  on  migration,  and  an. organization  to  dk-ect  and  influ- 
ence migration  should  be  created  on  the  Federal  level.  (3)  There 
should  be  instituted  a program  of  hospital  and  sanatorium  construc- 
tion and  maintenance  and  of  public  medical  care  for  the  medically 
needy,  through  the  combined  efforts  of  the  Federal  Government  ami 
the  States,  that  would  make  available  in  every  State  adequate  medical 
care  and  a public  institution  bed  for  each  needy  individual  who  re- 
(piired  it.  These  services  should  be  similarly  available  to  all  needy 
persons  regardless  of  residence  status.  In  the  case  of  transients  with 
pulmonary  tuberculosis  and  other  chronic  debilitating  conditions,  pro- 
vision should  be  made  for  returning  these  cases  to  the  last  State  in 
which  they  had  legal  settlement  if  it  is  certain  that  proper  medical 
care,  including  hospitalization,  is  immediately  available  there  and  if  it 
is  not  more  important  socially  that  they  be  hospitalized  as  transients. 
(4)  The  ju’esence  of  a considerable  number  of  interstate  transients  in 
any  State  should  be  recognized  as  a special  health  problem  in  the  allot- 
ment of  Federal  funds  to  States  for  the  maintenance  and  improvement 
of  local  public  health  facilities.  (5)  The  Federal  Government  should 
neither  formulate  nor  contribute  funds  to  a health  program  organized 
exclusively  for  transients.  Determination  of  the  transient’s  settle- 
ment status,  the  investigation  of  his  financial  need,  and  his  certification 
for  any  needed  medical  care  should  be  handled  by  such  public  social 
organizations  and  personnel  in  each  community  as  carry  out  similar 
functions  for  residents.  Determination  of  medical  need  and  adminis- 
tration of  all  public  medical  care  given  to  the  transient  should  be  allo- 
cated to  that  public  medical  agency  in  each  community  charged  with 
similar  responsibilities  for  needy  residents. 
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MIGRATION  AND  TRANSIENCY 

MOBILITY  OF  THE  UNITED  STATES  POPULATION 

The  extraordiiDiry  geo^rajihic  mobility  of  the  American  people 
has  been  a subject  for  comment  by  a host  of  both  native  and  foreign 
observers.  The  whole  develojmient  of  the  civilization  of  this  conti- 
nent is,  dii'ectly  or  indirectly,  associated  with  migration.  Immigra- 
tion settled  these  shores;  internal  migration  peo])led  the  continent. 
The  westward  trek  of  the  nineteenth  century  is  still  in  onr  memories. 
In  fact,  there  is  even  now  a significant  east -to-west  trend  in  migration. 
Since  the  end  of  the  nineteenth  century,  however,  there  has  been  a 
simnltaneons  and  parallel  migration  from  west  to  east,  as  well  as  a 
significant,  if  less  well  defined,  movement  between  the  north  and  the 
south.  These  are  the  currents  that  would  appear  heaviest  if  a flow 
maj)  were  drawn  to  scale  showing  the  numbers  of  migrants  concerned. 

Three  other  migrational  tendencies,  however,  have  contributed  and 
are  at  present  more  than  ever  contributing  to  the  ])henomenon  of 
our  tremendous  mobility.  One  is  the  classic  rural-urban  pulsation, 
which,  in  contrast  to  the  other  movements  mentioned,  is  not  peculiarly 
American  but  is  characteristic  of  all  countries  or  regions  that  are 
in  the  process  of  industrialization.^  This  has,  in  general,  taken  the 
form  of  migration  fi-oni  the  farms  and  rural  communities  to  the 
citu.  Recently,  however,  as  a result  of  the  depression,  there  has 
been  a city-to-farm  movement  as  well.-  Still  another  migration  pat- 
tern is  that  incidental  to  the  seasonality  of  certain  trades  and  indus- 
tries, ])reeminently  in  agriculture.  Finally,  there  is  the  migration 
caused  by  trades  in  which,  seasonally  or  otherwise,  the  labor  demand 
has  varied  so  much  from  week  to  week,  or  from  day  to  day,  that  it 
has  brought  about  a certain  shifting  labor  supply  known  as  casual 
labor. 

IMigration  is  a jflienomenon  of  both  the  past  and  the  present  and 
may  be  expected  to  continue.  That  it  will  be  a problem  in  the  future 
is  suggested  by  three  considerations:  (1)  The  factors  conducive  to 
migration  are  still  operative;  (2)  in  the  opinion  of  a number  of 


^ There  is  attached  a composite  reference  list  covering  what  are  believed  to  be  the 
significant  publications  bearing  on  the  subjects  discussed.  If  specific  citation  is  made, 
publications  are  referred  to  by  number,  e.  g.  (.}.}). 
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authorities,  sound  economic  policy  will,  in  the  future,  demand  addi- 
tional migration  particularly  from  certain  problem  areas  that  are 
harboring  a larjjer  })opulation  than  they  can  support;  ® and  (3)  there 
is  evidence  that  the  mobility  of  Americans  is  increasing.  The  Na- 
tional Resources  Committee  has  pointed  out  that  the  proportion  of 
the  native  population  living  outside  the  State  of  birth  has  increased 
steadily  since  1890.^ 

Migration  must,  therefore,  be  acce])ted  as  a social  phenomenon 
that  will  continue.  Its  effects  must  be  reckoned  with  in  all  .social 
planning.  Since  it  is  obviously  impossible  to  ignore  migration  and 
futile  for  social  agencies  and  the  law  to  discourage  it,  an  examination 
of  some  of  its  social  costs  becomes  pertinent  so  that  transiency,  one 
of  the  problems,  may  be  considered  in  proper  perspective. 

SOCIAL  COSTS  OF  MIGRATIOX 

Although  it  has  been  contended  that  the  social  interrelations  af- 
fected by  migration  are  fewer  in  modern  society  than  in  a more  primi- 
tive one,  the  effects  of  present-day  migration  are,  nevertheless,  evident 
and.  in  view  of  the  greater  population  involved,  more  intense.  First 
are  the  demographic  effects,  many  of  which  are  so  well  recognized 
that  they  are  considered  part  of  social  law.^  Migration  may  well 
have  direct  relationship,  for  example,  to  the  differences  in  birth 
rates  between  city  and  rural  communities.  The  trend  of  migration 
from  rural  communities  with  high  birth  rates  to  cities  with  low 
birth  rates  undoubtedly  exerts  a negative  influence  on  pojiulation 
growth,  especially  since  the  effect  of  the  newcomer’s  need  for  economic 
adjustment  in  the  city  is  further  accentuated  if  he  belongs  to  one 
of  the  racial  minority  groups.  Migration  may  also  influence  birth 
and  death  rates  by  changing  the  age  and  sex  composition  of  whole 
communities,  if  not  by  more  subtle  changes  in  social  attitudes  and 
characteristics. 

Migration  may  have  an  even  more  direct  demographic  influence 
either  in  the  area  from  which  it  originates  or  that  to  which  it  is 
directed.  Certain  regions  attract  the  aged  and  are  correspondingly 
affected  by  the  change  in  the  age  composition  of  their  populations.* *'’ 
Cities  ordinarily  attract  the  able-bodied  at  their  most  productive 
age,  but  farm-to-city  migration,  just  as  migration  in  general,  is  said 
to  be  sex-selective  and  to  contribute  further  to  the  disproportion 
of  women  over  men  usually  present  in  cities.^  There  is  some  indi- 
cation that  women  are  more  migratory  than  men  and  predominate 


® See  (ot),  (113),  and  (?'). 

* See  (SH). 

® See  (03)  and  (133). 

* See  (o3). 

See  (86)  and  (133). 
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amoii^  the  short-distance  migrants,  while  men  predominate  among 
long-distance  migrants. 

It  cannot  be  denied  that  the  chief  reasons  proni])ting  migration 
are  economic,  nor  that  the  economic  factor  makes  the  transient  par- 
ticularly vulnerable  since  he  belongs  to  the  lower  income  grou])S.* 
Economic  adjustment  in  a new  environment  is  difficult  for  any  mi- 
grant, especially  if  the  new  environment  is  more  coni])lex  than  the 
old.  The  likelihood  of  dependency,  even  if  only  tem})orarv,  is  great, 
and  it  becomes  greater  as  the  occupational  and  economic  adjustments 
and  the  migration  extend  over  longer  periods  of  time. 

The  dependent  migrant,  whether  he  needs  material  relief  or  free 
health  and  medical  service,  will  be  penalized,  if  his  migration  oc- 
curred recently  enough,  by  statutes,  court  decisions,  or  adminis- 
trative rulings.  Furthermore,  if  the  number  becomes  large  enough, 
local  and  State  authorities  have  been  known  to  take  drastic  measures 
specifically  directed  against  migrants  as  a class.  Thus  California, 
Florida,  Colorado,  and  Arizona  recently  have  used  such  means  as  the 
“border  blockade”  and  the  “hobo  express”  or  have  threatened  to 
call  out  State  militias  in  order  to  keep  out  those  who  were  thought 
likely  to  become  dependent.*’  Hostility  toward  newcomers  may  be 
the  cause  of  even  more  violent  action,  such  as  race  riots,  if  minority 
groups  are  involved.  This  has  been  exemplified  in  the  case  of  Xegroes 
when  they  moved  northward  during  and  immediately  after  the  World 
War,  and  Filipinos  when  they  appeared  in  the  agricultural  labor 
market  in  California.^® 

The  adjustment  jiroblems  of  the  migrant  are  not  only  economic 
but  cultural  as  well,  particulaily  when,  as  today,  the  migrating  ])opu- 
lations  frecpiently  come  from  culturally  distinct  zones.  Social  differ- 
ence of  itself  leads  to  a form  of  stratification  and  a resultant  ostra- 
cism that  tends  to  complicate  the  adjustment.  These  difficulties 
are  further  intensified  if  the  migrant  comes  from  an  educationally 
backward  group  or  one  with  a lower  standard  of  living  than  that 
of  the  community  to  which  he  moves.  When  this  is  true,  there 
arises  the  ])robleni  of  participation  in  the  community  activity  that 
social  workers  have  repeatedly  stressed,  that  is,  the  migrant's  lack  of 
participation  in  such  life  or  his  positive  exclusion  from  it.  Thus 
mobility  is  unfavorable  to  community  organization  and  indeed  has 
a disintegrative  influence  u])on  it. 

The  disorganizing  influences  of  migration  extend  even  more 
strongly  into  the  family.  That  migration  may  act  as  a discourage- 
ment against  marriage  has  been  pointed  out,  as  has  the  predominance 
of  unattached  men  and  women,  particularly  among  migrants  in  the 


8 See  (7J,). 

8 See  (51)  and  (7). 
See  (70)  and  (106). 
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cities.  The  interrelations  between  divorce  and  mobility,”  and  deser- 
tion and  mobility  have  also  been  commented  on.^^ 

Disorganization  of  the  individual  migrant  personality  must  also 
be  counted  among  the  costs  of  migration.  It  may  be  that  the  migrant 
from  the  country  to  the  city  encounters  such  a new  and  unfamiliar 
universe  of  experience  that  the  change  causes  a distinct  shock,  or  his 
personality  may  more  dii-ectly  be  adversely  affected  by  the  social  and 
economic  pressure  under  which  he  finds  himself.  In  any  case,  certain 
symptoms  of  personality  disorganization  seem  to  accompany  mobility. 
Mobility,  in  general,  and  country-city  migration,  in  particular,  have 
been  thought  to  have  direct  relationships  to  the  incidence  of  crime. 
Similarly,  internal  migration  as  well  as  that  from  foreign  countries 
is  believed  to  have  a direct  effect  on  the  incidence  of  insanity  ” and 
even  suicide.^®  This  is  quite  apart  from  so-called  psychopathological 
migration.^® 

With  this  discussion  of  some  of  the  social  costs  of  migration,  it 
becomes  evident  that  transiency  can  be  understood  only  if  it  is  seen 
in  relation  to  these  other  problems.  Transiency,  the  pathology  of 
migration,  includes  all  those  conditions  that  accompany  migration 
and  that  raise  social  problems. 

VOI.UME  OF  TRANSIENCY 

For  the  purposes  of  this  study,  and  in  an  attempt  to  fix  unequivo- 
cally the  term  “transient”  for  administrative  or  legislative  purposes, 
the  definition  in  the  Introduction  has  been  cast  in  terms  of  rather 
specific  social  disabilities  that  are  imposed  upon  migrants  in  distress 
and  in  need  of  assistance.  Such  migrants,  at  that  point,  become 
transients.  For  reasons  obvious  from  the  very  nature  of  migration 
and  transiency,  it  is  almost  impossible  to  estimate  the  number  of  per- 
sons who  are,  at  a given  moment,  either  migrant  or  transient.  In 
.spite  of  the  difficulty  of  making  a census  of  this  sort,  estimates  have 
been  attempted  of  which  the  best  available  ones  indicate  that  approxi- 
mately 500,000  persons  cross  State  lines  annually  with  intent  of 
changing  residence.”  There  is  some  indication  that  the  actual  number 
must  be  larger,  if  one  considers  the  number  of  transients — migrants 
in  distress  and  seeking  relief — to  be  found  in  the  country. 

A census  of  transients  in  seven  cities  taken  in  March  and  April 
1938  in  the  Transient  Case  Study,  as  compared  with  the  number  of 

“ See  (8-i) . 

See  (77). 

13  See  (77),  (18),  {to.’,),  and  {99). 

11  See  (87),  (.9^),  and  (98). 

15  See  (20). 

i«See  (72)  and  (78). 

12  See  (7^). 

18  The  seven  cities  are  Atianta,  Denver,  Jacksonville,  Los  Angeles,  New  Orleans, 
Phoenix,  and  Seattle. 
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transient  case  registrations  in  the  same  seven  cities  under  the  Fed- 
eral Transient  Bureau  program  in  1934,  leads  to  the  conclusion  that 
the  number  of  transients  in  1938  is  not  far  below  tlie  estimate  of 
migi’ants  mentioned  above.  This  is  based  on  an  assumption,  believed 
to  be  sound,  that  the  transient  case  load  of  the  seven  cities  repre- 
sented the  same  proportion  of  the  total  for  the  country  in  each  year. 
Since  the  number  of  registrations  for  the  country  in  1934  is  known, 
an  estimate  made  on  this  basis  is  warranted.  Four  hundred  thou- 
sand transient  persons  is  believed  to  be  a fair  estimate  of  those  actu- 
ally  applying  for  assistance  annually  in  the  United  States.  Inasmuch 
as  the  transient  category,  as  defined  here,  is  in  no  sense  inclusive  of 
all  migrants,  the  number  of  migrants  must  be  even  larger  than 
formerly  estimated. 

FAMILY  A'l'TACllMENT 

A good  deal  has  been  said  about  the  transient’s  lack  of  family 
attachment.  So  far  as  this  has  been  true — and  no  doubt  it  was  true 
during  past  decades — it  was  a condition  of  life  imjiosed  upon  him 
by  the  exigencies  of  migration.  Kecently,  however,  the  condition 
.seems  not  so  prevalent  in  spite  of  these  exigencies.  Evidence  of  this 
ap])eared  in  analyses  of  the  case  load  of  the  Federal  Transient  Bureau 
in  1935  and  has  since  been  confirmed  in  other  studies.  Among  cases 
registered  by  the  Federal  Transient  Bureau  for  June  1935^®  fully  22 
percent  were  families;  the  Transient  Case  Study  census  for  the  period 
March  to  May  1938  indicates  about  the  same  jiroportion,  i.  e.,  20 
percent  of  families.  It  may  vei-y  well  be,  however,  that  there  has 
actually  been  an  increase  in  the  number  and  proportion  of  families  on 
the  road  since  1935.  A comparison  of  transient  family  a})plicants  for 
A])ril  lfi35  with  those  for  April  1938  in  the  seven  index  cities  previ- 
ously referred  to  shows  a threefold  increase  in  the  number  of  families. 

The  implications  of  the  growing  importance  of  the  family  in  tran- 
siency can  be  properly  measured  only  if  one  considers  all  the  factors 
that  make  the  family  so  much  more  vulnerable  in  a social  sense  and 
its  failures  so  much  more  serious  than  is  the  case  with  the  unattached 
individual.  IMerely  that  a family  case  concerns  an  average  of  four 
individuals  while  an  unattached  case  concerns  only  one  makes  the- 
family  a far  more  serious  problem ; this  quite  apart  from  such  non- 
quantitative  considerations  as  have  already  been  noted  in  the  discus- 
sion of  the  social  costs  of  migration. 

SIZE  or  THE  TRANSIENT  FAMILY 

The  size  of  the  transient  family,  as  revealed  by  the  Transient  Case 
Study,  has  further  significance.  It  would  seem  that  concomitantly 
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with  the  <;rowth  in  im])ortaiic*e  of  the  family  in  the  transient  situation 
the  size  of  the  transient  family  has  increased.  The  analysis  of  the 
Transient  Bureau  case  load  in  June  1935  indicated  that  the  average 
size  (3.1  persons)  of  families  registered  with  the  Transient  Bureau 
was  substantially  lower  than  that  of  families  amonj;  the  resident  relief 
])0])ulation  (4.4  persons).  That  this  diHerential  seems  to  be  disaj)- 
pearin^i  is  indicated  by  the  Transient  Case  Study  which  found  the 
averag-e  size  of  families  to  be  3.8  persons.-” 

Transient  families  tend  to  differ  somewhat  in  size  accordinjr  to 
the  ])lace  of  origin.  Transients  from  the  South  Central  States 
(particuhu'ly  Oklahoma,  Arkansas,  and  Missouri) — whence  in  recent 
years  there  has  been  the  greatest  migration  to  the  AVest — show  larjrer 
families  on  the  average  than  do  those  from  elsewhere.  Families  from 
the  South  Central  region  averaged  4.1  persons,  from  the  Southwest, 
3.8  (the  national  average)  ; but  amon^  transients  originatinj>;  outside 
these  two  areas,  the  average  family  was  only  3.3  persons. 

Kace  may  also  have  some  influence  on  the  size  of  the  family, 
although  the  sample  on  which  this  judgment  is  based  is  rather  small. 
The  average  size  of  the  115  Negro  transient  families  found  in  the 
sample  of  the  Transient  Case  Study  was  only  3.2  persons. 

F rom  available  data  it  appears  that  family  size  bears  some  relation- 
ship to  degree  of  mobility.-^  Families  showing  the  least  mobility, 
commonly  the  victims  of  unusually  stringent  settlement  laws  in  the 
States  where  they  were  found  making  ap[)lication  for  public  assist- 
ance, were  also  the  largest.  These  families  which,  for  lack  of  a 
better  term,  are  here  called  ‘‘technical  nonresidents’’  had  an  average 
of  4.0  members  each.  On  the  other  hand,  those  that  showed  the 
highest  degree  of  mobility  and  are  here  called  “itinerants”  were  sub- 
stantially smaller,  with  an  average  of  3.4  members.  Families 
representing  an  intermediate  degree  of  mobility,  the  “recent 
migrants,”  averaged  3.7  members. 

AGE 

It  has  been  pointed  out  before  that  the  migrant  and  transient  groups 
on  the  average  tend  to  be  younger  than  the  needy  resident  grouj)  of 
the  ])opulation.^-  Both  unattached  transients  and  the  heads  of  tran- 
sient families,  taken  as  groups,  were  found  by  AA'ebb  to  be  younger 
than  the  group  of  residents  on  relief.  The  Transient  Case  Study 


It  should  be  noted  that  the  definition  of  a family  group,  as  used  by  the  Federal 
Transient  Bureau,  was  far  broader  than  that  used  by  the  Transient  Case  Study.  The 
former  used  the  economic  househoid  as  the  family  unit ; the  latter  considered  only  the 
biologically  related  family. 

See  table  8 and  accompanying  text  for  a definition  of  the  criteria  used  in  measuring 
mobility. 

“See  especlaily  (112)  and  (125). 

^ See  (125). 
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found  additional  interesting  differentials.  Interstate  transients  (per- 
sons lacking  residence  for  legal  settlement  ])urposes  in  the  State  in 
Avhich  found)  in  both  unattached  and  family  cases  include  a smaller 
ju'oportion  of  aged  persons,  55  years  of  age  or  over,  than  do  intrastate 
transients  (persons  having  State  residence  but  lacking  it  in  the  com- 
munity in  which  found).  At  the  other  extreme  of  age,  under  25 
years,  intrastate  family  heads  show  a greater  percentage  of  youths 
and  the  intrastate  unattached  a smaller  percentage  than  do  the  cor- 
responding interstate  grou])s.  Table  1 shows  the  age  distribution  of 
tlie  two  groups. 


TABI.E3  1. — Dintrihution  of  heads  of  families  and  of  unattached  persons  in  a 
setected  sample^  of  interstate  and  intrastate  transients,  according  to  age 


Age  group 

Interstate  transients 

Intrastate  transients 

Family 

heads 

Unat- 

tached 

Family 

heads 

Unat- 

tached 

Number 

Total 

2 1,  702 

3 8,  286 

190 

752 

Youth  (less  than  25  years). 

218 

2. 500 

32 

158 

Prime  (25-54  years) 

1,337 

5. 292 

137 

490 

Aged. (55  years  and  over) 

147 

494 

21 

104 

Percent 

Total - ■ 

100.0 

100.0 

100.0 

100.0 

Youth  (less  than  25  years) 

12.8 

30.1 

16.8 

21.0 

Prime  (25-54  years) 

78.6 

63.9 

72.  1 

65.2 

Aged  (55  years  and  over). 

8.6 

6.0 

11.1 

13.8 

' Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May  7, 1938. 

» Excluding  1 of  unknown  age. 

3 Excluding  2 of  unknown  age. 

A greater  proportion  of  the  aged  among  interstate  transient 
family  heads  (8.6  percent)  than  among  interstate  unattached  tran- 
sients (6.0  percent)  augurs  an  increasing  age  among  transients,  as  the 
number  of  transient  families  increases.  This  preponderance  of  the 
aged  is  particularly  marked  (10.7  to  12.0  percent)  among  the  heads 
of  the  group  of  families  from  the  South  Central  States  (Oklahoma, 
Missouri,  and  Arkansas)  that  constitute  the  most  baffling  and  perhaps 
most  important  problem  among  all  migrants  at  the  moment. 

PLACE  OF  ORIGIN 

In  order  to  arrive  at  a workable  determination  of  “place  of  origin” 
among  transients,  it  is  necessary  to  describe  the  expression  in  terms 
of  a standard  or  point  of  reference  that  is  unambiguous  but  not  too 
complicated  to  apply  to  a given  case.  Thus  “place  of  origin”  cannot 
well  be  defined  in  terms  of  present  legal  settlement  since  many  tran- 
sients do  not  have  settlement  anywhere.  Similarly,  in  many  other 


cases  it  would  be  quite  impractical  to  attempt  to  determine  for  a given 
individual  the  State  or  community  in  which  he  had  last  had  settle- 
ment, largely  because  of  the  variety  of  conditions  attached  to  acquisi- 
tion and  loss  of  settlement  in  the  several  States.  Hence,  the  only 
feasible  scheme  ap}>ears  to  be  to  accept  an  arbitrary  approximation  of 
settlement  and  consider  “place  of  origin”  of  a transient  as  “the  State 
in  which  he  last  stayed  continuously  for  at  least  1 year  before  entering 
this  State  this  time.”  The  State  thus  ascertained  as  “place  of  origin” 
of  a transient  may  be  the  State  he  is  in  now  if  his  last  entrance  into 
the  present  State  did  not  occur  long  enough  ago  to  gain  legal  settle- 
ment for  him,  and  if,  at  some  time  before  this  last  entrance,  he  had 
lived  in  this  State  for  1 year.  Making  length  of  stay  in  a given  State 
the  deciding  factor  provided  a criterion  of  mobility  by  fixing  a simple 
chronological  point  of  reference  for  subsequent  migration  and  made 
it  possible  to  measure  the  time  spent  in  migrations. 

It  was  found  that  half  (49.4  percent)  of  the  interstate  family  tran- 
sients interviewed  in  20  cities  originated  in  4 States,  Oklahoma,  Ar- 
kansas, ^Missouri,  and  Texas.  While  this  admittedly  reflects  to  some 
extent  the  greater  attention  given  to  the  Southwest,  toward  which 
transients  from  these  States  have  recently  been  migrating,  it  may  also 
be  said  that  the  Study’s  enqdiasis  on  the  Southwest  was  not  out  of 
})i’oportion  to  the  size  of  the  transient  problem  in  that  section  as  com- 
}>ared  with  the  rest  of  the  United  States. 

Further  credibility  is  given  to  the  foregoing  figure  by  the  different 
j)laces  of  origin  found  for  unattached  interstate  transients,  49.8  percent 
of  whom  came  from  11  States,  approximately  the  same  States  as  those 
previously  mentioned  by  Webb  as  the  most  impoifant  places  of  origin 
of  transients.  Accordingly,  the  concentration  in  place  of  origin  of 
family  transients  would  seem  not  to  be  a reflection  of  the  character 
of  the  Ti-ansient  Case  Study  sample  but  rather  of  the  transient  sit- 
uation itself.  The  11  States,  in  order  of  imjiortajice  as  sources  of 
origin  of  unattached  interstate  transients,  are : California,  New  York, 
Texas,  Illinois,  Michigan,  Pennsylvania,  Missouri,  Ohio,  Oklahoma, 
Tennessee,  and  Colorado. 

MOTIVES  FOR  MKJRATIOX 

Motives  for  migration,  in  the  case  of  families,  differed  somewhat 
according  to  the  regions  from  which  the  families  came.  Among  the 
unattached,  on  the  other  hand,  no  significant  differential  in  motive 
could  be  discovered  on  which  origin  might  have  a bearing.  The 
economic  factor  predominated  in  every  instance,  as  has  already  been 
pointed  out  for  migrants  generally.  For  the  unattached,  in  all  but 


Spe  (12o). 


26 


12  percent  of  tlie  total  cases,  economic  factors  had  at  least  some 
inflnence.  In  7(1.2  percent  of  the  nnattached  cases  the  economic 
motive  appeared  either  alone  or  in  combination  with  factors  other 
than  health, 

'riie  ])ei-centa<ie  of  health  migrants  was  very  small  among  the 
nnattached  interstate  transients,  as  shown  in  table  2.  It  shonld  be 
noted,  howevei-,  that  in  the  case  of  nnattached  Negroes  and  nnat- 
tached females  health  migration  was  relatively  more  frequent.  Table 
3 .shows  by  place  of  interview  the  motive  foi-  migration  of  nnat- 
tached transients. 

d"he  motivation  of  family  migration  was  slightly  dilfei-ent  from 
that  of  the  nnattached.  While  the  economic  motive  predominated 
to  ])ractically  the  same  degree  as  it  did  with  the  nnattached,  the 
health  motive  entered  much  moi-e  fieqnently.  In  contrast  to  motiva- 
tion of  the  unattached,  region  of  origin  did  seem  to  exercise  some 
influence  on  migi-ation  motive  in  family  transients,  as  shown  in  table  4. 
Idle  region  of  greatest  net  exodus,  i.  e.,  the  South  Central  States,’^ 
showed  the  lowest  ])ercentage  of  health  migrants  and  the  highest  per- 
centage of  economic  migration.  In  contrast  the  Southern,  the  Atlantic, 
and  the  New  England  States  showed  a much  higher  percentage  of 
health  migrants  among  family  cases. 


Tablf:  2. — Distribution  of  a selected  sample^  of  unattached  interstate  transients 
of  different  sex  and  race,  aecordinr/  to  motive  for  migration 


Motive  for  migration 

All  un- 
attached 
interstate 
transients 

Sex 

Race 

Male 

Female 

White 

Negro 

Other 

Number 

Total 

8,288 

8, 047 

241 

7,404 

623 

261 

Health 

408 

353 

55 

360 

44 

4 

Health  alone 

259 

220 

39 

220 

36 

3 

Health  and  other 

149 

133 

16 

140 

8 

1 

Nonhealth 

7, 880 

7,  694 

186 

7, 044 

579 

257 

Percent 

Total... 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

Health 

4.9 

4.4 

22.8 

4.9 

7. 1 

1.5 

Health  alone  

3. 1 

2.7 

16.2 

3.0 

5.8 

1.  1 

Health  and  other 

1.8 

1.7 

6.6 

1.9 

1.3 

.4 

Nonhealth 

95. 1 

95.6 

77.2 

95. 1 

92.9 

98.5 

1 Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-\veek  period  between  March  S,  1938,  and  May  7,  1938. 


The  State.s  included  in  each  of  the  regions  are  as  follows:  Southwest:  Arizona,  Cali- 
fornia, Colorado,  Nevada.  New  Mexico,  Texas  ; Northwest : Idaho,  Montana,  Oregon,  Utah, 
Washington,  Wyoming;  South  Central:  Arkansas,  Kansas,  Kentucky,  Missouri,  Oklahoma; 
South  : Alabama,  Florida,  Oeorgla,  T.ouisiana,  Mississippi,  North  Carolina,  South  Caro- 
lina, Tennessee,  Virginia : North  Ceiitral : Illinois,  Indiana,  Iowa,  Michigan,  Minnesota, 
Nebraska,  North  Dakota,  Ohio,  South  Dakota,  Wisconsin;  Atlantic:  Connecticut,  Delaware, 
District  of  Columbia,  Maine,  Maryland,  Massachusetts,  New'  Hampshire,  New  Jersey,  New 
York,  Pennsylvania,  Rhode  Island,  Vermont,  West  Virginia. 


Table  3. — Distribution  of  a selected  sample^  of  unattached  interstate  transients 
interviewed  in  different  cities,  aeeordiny  to  motive  fen'  migration 


All 

unattached 

interstate 

transients 

Motive  for  migration 

City  of  interview 

Health 

alone 

Health  and 
other 

Nonhealth 

Number 

8.  288 

259 

149 

7,880 

2,985 

59 

3. 169 

96 

88 

72 

6 

207 

17 

5 

185 

281 

13 

25 

14 

254 

714 

760 

21 

1,849 

160 

35 

41 

1,  773 
58 
4,837 

97 

5 

4,959 

66 

56 

Percent 

100.0 

3. 1 

1.8 

95. 1 

100.  0 

3.0 

2.8 

94.2 

100.0 

8.3 

9.  7 

82.  0 

100.  0 

8.  2 

2.4 

89.4 

100.  0 

4.  6 

5.0 

90.  4 

100.0 

3.  3 

2.7 

94.  0 

100.0 

1.9 

2.2 

95.9 

too  0 

60.6 

3.2 

36.  2 

100.0 

1.3 

1.2 

97.5 

- i t 

' Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and  May  7,  1938. 


The  factors  of  race  and  sex  seem  to  have  intliieiicecl  family  migra- 
tion ditfereiitly  from  tlie  way  in  which  they  alfected  the  migration 
of  the  unattached.  Negro  families  showed  a substantially  lower  per- 
centage of  migration  because  of  health  than  did  whites — 9.6  percent 
for  the  former  as  contrasted  with  24.7  percent  for  the  latter.  More 
migration  because  of  health  occurred  in  households  headed  by  women 
than  in  those  headed  by  men ; the  differential,  however,  was  not 
so  great  as  between  unattached  women  and  men.  In  35.3  percent  of 
the  migrations  of  women-led  households,  health  was  a factor,  but  in 
families  with  male  heads  the  percentage  was  22.2.  The  corresponding 
percentages  for  unattached  women  and  men,  it  will  be  recalled,  were 
22.8  percent  and  4.4  percent,  respectively.  Table  5 shows  the  cities 
that  bear  the  principal  burden  of  family  health  migrants. 
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Table  4. — Percentage  distribution  of  a selected  sample^  of  interstate  transient 
families  with  different  regimis”  of  origin,  accoi'ding  to  mot  we  for  migration 


Region  of  origin 

All  interstate  tran- 
sient families 

Percentage  distribution  of  families  according 
to  motive  for  migration 

Number 

Percent 

Health 

alone 

Health 

and 

other 

Eco- 

nomic 

alone 

Eco- 
nomic 
and  other 

Other 

Total 

3 1, 693 

100.0 

6.0 

11.5 

67.9 

8.3 

5.8 

Southwest 

419 

100.0 

5.3 

9.5 

70.9 

7.9 

5.  5 

Northwest 

98 

100.0 

6. 1 

12.2 

63.3 

13.3 

5.1 

South  Central... 

694 

100.0 

3.0 

10.7 

76.9 

6.2 

2.6 

South 

91 

100.0 

13.2 

14.3 

58.2 

6.6 

7.7 

North  Central 

296 

100.0 

8.8 

14.2 

54.7 

11.5 

10.8 

Atlantic 

95 

100.0 

16.8 

13.7 

45.3 

12.6 

11.6 

• Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May  7,  1938. 

2 The  States  included  in  each  of  the  regions  are  as  follows:  Southwest:  Arizona,  California,  Colorado, 
Nevada,  New  Mexico,  Texas;  Northwest:  Idaho,  Montana,  Oregon,  Utah,  Washington,  Wyoming;  South 
Central:  Arkansas,  Kansas,  Kentucky,  Missouri,  Oklahoma;  South:  Alabama,  Florida,  Georgia, 
Louisiana,  Mississippi,  North  Carolina,  South  Carolina,  Tennessee,  Virginia;  North  Central:  Illinois, 
Indiana,  Iowa,  Michigan,  Minnesota,  Nebraska,  North  Dakota,  Ohio,  South  Dakota,  Wisconsin;  Atlantic: 
Connecticut,  Delaware,  District  of  Columbia,  Maine,  Maryland,  Massachusetts,  New  Hampshire,  New 
Jersey,  New  York,  Pennsylvania,  Rhode  Island,  Vermont,  West  Virginia. 

2 Excluding  9 families  whose  region  of  origin  was  outside  the  United  States  and  1 family  for  whom  the 
region  of  origin  was  unknown. 

Table  5. — Distrihution  of  a selected  sample^  of  interstate  transient  families 
interviewed  in  different  cities,  according  to  motive  for  migration 


City  of  interview 

All  inter- 
state 
transient 
families 

Motive  for  migration 

Health 

alone 

Health 
and  other 

Nonhealth 

Number 

Total 

1,703 

10.3 

195 

1,405 

Southwest-- 

1,4.30 

79 

176 

1.175- 

Tucson,  Ariz 

40 

5 

13 

22 

Denver,  Colo 

51 

4 

7 

40' 

Los  Angeles,  Calif - 

568 

37 

86 

445 

7 other  cities - 

771 

33 

70 

668 

Hot  Springs,  Ark-- - 

26 

17 

0 

9 

9 other  cities - 

247 

7 

19 

221 

Percent 

Total 

100.0 

6.0 

11.5 

82.5 

Southwest 

100.0 

5.5 

12.3 

82.2 

Tucson,  Ariz - 

100.0 

12.5 

32.5 

55.0 

Denver,  Colo-- 

100.0 

7.8 

13.8 

78.4 

Los  Angeles,  Calif 

100.0 

6.5 

15.1 

78.4 

7 other  cities - 

100.0 

4.3 

9.1 

86.6 

Hot  Springs,  Ark 

100.0 

65.4 

0 

34.4 

9 other  cities 

100.0 

2.8 

7.7 

89.5 

* Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study_ 
The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and  May  7, 19.38. 


29 


THE  RATIONALE  OF  MIGRATIONS 

In  order  that  definite  knowledge  of  migration  by  transients  might 
be  secured,  they  were  asked  a number  of  questions  concerning  the 
destination  sought  at  the  outset  of  migration,  the  reasons  for  choos- 
ing the  original  goal  and  the  specific  factors  sought  there,  whether 
this  goal  was  reached,  the  reason  for  coming  to  the  present  locality, 
and  the  length  of  time  spent  since  corning. 

Between  choice  of  destination  and  factors  sought,  on  the  one  hand, 
and  the  original  reason  for  leaving  the  State  of  origin,  on  the  other, 
there  was  apparently  a very  decided  coincidence.  In  approximately 
75  percent  of  all  cases  the  economic  motive  figured,  either  alone  or 
in  combination  with  factors  other  than  health,  as  the  reason  for  leav- 
ing the  State  of  origin.  The  choice  of  destination  was  similarly 
determined.  Among  the  unattached,  economic  factors  or  related 
factors  such  as  the  presence  of  friends  and  relatives  at  the  chosen 
destination  influenced  the  choice  in  80.9  percent  of  the  cases;  among 
families  these  considerations  influenced  73  percent  of  the  choices. 

A similar  coincidence  can  be  noted  between  the  choice  of  destina- 
tion because  of  health  factors  and  departure  from  the  point  of  origin 
for  health  reasons.  It  will  be  recalled  that  health  reasons  for  leav- 
ing the  point  of  origin  were  given  in  4.9  percent  of  unattached  cases 
and  17.5  percent  of  family  cases.  Health  considerations,  such  as 
climate,  the  availability  of  watering  facilities  (as  at  Hot  Springs), 
or  the  hope  for  medical  care,  determined  the  choice  of  destination  in 
7.5  jiercent  of  all  unattached  cases  and  21.2  percent  of  family  cases. 
In  each  case  the  excess  of  destinations  chosen  for  health  reasons  over 
the  number  of  migrations  because  of  health  is  natural  and  logical 
since  once  the  transient  had  chosen  to  leave  his  home  State,  even  if  for 
economic  reasons,  climate  and  similar  considerations  would  carry 
some  weight  in  his  choice  of  the  most  desirable  goal.  What  seems 
very  much  more  significant,  however,  is  the  small  proportion  of  cases 
in  whose  choice  of  destination  the  hope  of  medical  care  exercised 
the  decisive  influence.  Table  6 shows  that  the  hope  of  medical  care 
was  a factor  in  the  choice  of  destination  for  only  1.2  percent  of  fam- 
ily cases  and  2.0  percent  of  unattached  cases.  It  seems  obvious  that 
the  transient  knows  that  by  leaving  his  home  State  he  cannot  hope 
to  secure  more  medical  services  than  are  available  to  him  at  home, 
however  poor  and  inadequate  those  at  home  may  be.  His  gamble  in 
migration  for  health  reasons  is  staked  almost  entirely  on  the  impon- 
derables of  a salubrious  climate. 
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Table  6. — Distribution  of  a selected  sample^  of  interstate  transient  families 
and  of  unattached  interstate  transients,  according  to  original  purpose  of 
migration 


Family  attachment 

Original  purpose 

Family 

Unattached 

Number 

Percent 

Number 

Percent 

Total 

2 1, 659 

100.0 

3 7, 656 

100.0 

Economic  improvement 

968 

58.4 

5,  345 

69.8 

Union  with  friends,  relatives,  etc 

276 

16.7 

1, 363 

17.8 

Climate  and  related  benefits. 

340 

20.5 

463 

6.0 

Medieal  care 

21 

1.2 

154 

2.0 

other 

54 

3.2 

331 

4.3 

1 Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May  7, 1938. 

2 Excluding  44  interstate  transient  families  for  whom  the  original  purpose  of  migration  was  unknown. 

2 Excluding  632  unattached  interstate  transients  for  whom  the  original  purpose  of  migration  was  unknown. 

A final  test  which  it  is  here  proposed  to  apply  to  the  rationality  of 
transients’  wanderings  is  the  test  of  duration  of  migration.  From 
table  7 it  will  be  seen  that  70.6  percent  of  the  family  cases  and  77.2 
percent  of  the  unattached  have  l^een  migrants  for  less  than  1 year 
and  that  only  8.9  percent  of  the  family  cases  and  13.2  percent  of  the 
unattached  have  been  migrants  as  long  as  2 years.  F our  unattached 
persons  and  one  family  head  stated  that  they  had  never  lived  con- 
tiimonsly  in  any  State  as  long  as  1 year. 


Table  7. — Distribution  of  a selected  sample^  of  interstate  transient  families  and 
of  unattached  interstate  transients,  according  to  period  of  time  since  migration 
began 


Family  attachment 

Time  since  migration  began 

Family 

Unattached 

Number 

Percent 

Number 

Percent 

Total - - 

2 1,699 

100.0 

3 8, 255 

100.0 

Less  than  3 months - 

321 

18.9 

4,089 

49.5 

3-5  months - - 

368 

21.7 

1,058 

12.8 

6-11  months - 

509 

30.0 

1,232 

14.9 

12-23  months.- — 

350 

20.6 

774 

9.4 

24-35  months 

85 

5.0 

390 

4.7 

3-4  years.. 

27 

1.6 

264 

3.2 

5-9  years 

20 

1.2 

284 

3.4 

10  years  and  over - 

* 19 

1. 1 

8 164 

1.9 

1 Selected  from  transients  applying  for  public  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-weck  period  between  March  8,  1938,  and  May  7,  1938. 

2 Excluding  4 interstate  transient  families  for  whom  period  of  time  since  migration  began  was  unknown. 

3 Excluding  33  unattached  interstate  transients  for  whom  period  of  time  since  migration  began  was 
unknown. 

* Includes  1 family  the  head  of  which  had  been  a migrant  since  birth. 

8 Includes  4 transients  who  had  been  migrants  since  birth. 


The  relationship  between  the  transient’s  absence  from  his  original 
point  of  departure  and  the  length  of  his  last  continuous  physical 
stay  in  the  State  in  which  he  was  found  may  also  be  used  to  test  the 
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rationality  of  his  miration.  The  following  definitions  are  used 
in  order  to  provide  a simple  statistical  measure  of  the  duration  of 
migration : 

1.  A recent  migrant  is  any  transient  who  left  his  State  of  origin**  less  than 
2 years  prior  to  the  date  of  interview,  but  has  not  lived  continuously  in  the 
State  where  he  is  now  found  for  as  long  as  1 year  immediately  preceding 
that  date.  Recent  migrants  fall  into  two  distinct  classe.s,  further  defined 
below ; 

la.  A recent  short-duration  migrant  is  any  rceent  migrant  who  (a)  has 
been  away  from  his  State  of  origin  less  than  6 months,  (5)  has  been  in  the 
present  State  at  least  3 months  if  he  left  the  State  of  origin  between  6 months 
and  a year  ago,  or  (c)  has  been  in  the  present  State  at  least  6 months  if  he 
left  the  State  of  origin  more  than  1 year  ago. 

lb.  A recent  long-duration  migrant  is  any  recent  migrant  not  classifiable 
as  a recent  short-duration  migrant,  defined  above. 

2.  A technical  nonresident  is  any  transient  who  claims  1 year’s  continuous 
lesidence  in  the  State  in  wliicii  he  is  interviewed,  immediateiy  preceding 
sucii  interview. 

3.  An  itinerant  is  any  transient  wiio  has  been  away  from  his  State  of 
(>rigin  for  2 years  or  longer  and  does  not  claim  1 year’s  residence  in  the 
present  State,  as  defined  for  technical  nonresident,  above. 

It  is  evident  from  table  8 that  itinerants,  probably  that  group 
most  nearly  like  “transients”  as  they  are  popularly  imagined,  con- 
stitute only  an  insignificant  section  of  the  population  classified  and 
treated  as  “transients”  by  the  social  and  medical  agencies.  A more 
important  section  of  the  transient  population  seems  to  be  those 
individuals  who  may  be  said  to  have  “residence”  in  the  State  in  which 
the  Transient  Case  Study  found  them,  in  the  sense  that  they  have 
1 year’s  continuous  residence  in  that  State.  (It  should  be  noted 
that  1 year’s  residence  suffices  in  the  majority  of  States  for  legal 
settlement  purposes.)  While  these  cases  constitute  only  4.8  percent 
of  all  unattached  transients,  they  make  up  almost  one-fifth  of  the 
family  cases.  As  might  be  expected,  the  majority  of  these  cases 
are  the  victims  of  the  particularly  stringent  3-year  settlement  laws 
that  certain  of  the  far  western  States  have  been  led  to  adopt  in 
recent  years.  A small  minority  of  cases  lack  settlement  owing  to 
technicalities  other  than  required  duration  of  stay. 

Three-quarters  (76.7  percent)  of  all  families  and  83.9  percent  of 
all  unattached  cases,  however,  may,  with  more  or  less  justice,  be 
called  “recent  migrants.”  In  the  time  since  they  left  their  point 
of  origin,  a fraction  of  them  have  been  more  mobile  than  would 
seem  necessary  for  purposes  of  relocation  and  are  called  here  “recent 
migrants — long  duration.”  It  is  reasonable  to  suppose  that  some  of 
them  have  become  part  of  the  army  of  migratory,  seasonal  laborers 
in  agriculture  and  elsewhere.  However,  more  than  two-thirds  of 


^ Defined  in  “Place  of  Origin,”  page  24. 
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all  transients  are  people  who  have  recently  left  what  may  be  con- 
sidered their  home  States,  have  consumed  only  a reasonably  short 
time  in  migration,  but  have  not  yet  been  long  enough  in  the  present 
State  to  acquire  legal  settlement. 


Table  8. — Distribution  of  a selected  sample  ‘ of  interstate  transient  families  and 
of  unattached  interstate  transients,  according  to  migratorg  status 


Family  attachment 

Migratory  status 

Family 

Unattached 

Number 

Percent 

Number 

Percent 

Total - 

» 1,698 

100.0 

‘ 8, 255 

100.0 

Recent  migrants  * 

1,302 

76.7 

6,928 

83.9 

Short  duration 

1.175 

69.2 

5,680 

68.8 

Long  duration 

127 

7.5 

1,248 

15.1 

Technical  nonresidents 

327 

19.3 

398 

4.8 

Itinerants. 

69 

4.1 

929 

11.  .3 

> Selected  from  transients  applying  for  publie  assistance  in  20  cities  covered  by  the  Transient  Case  Study. 
The  Study  extended  over  a 6-week  period  between  March  8j  1938,  and  May  7,  1938. 

> For  definition  of  “Recent  migrants,”  etc.,  see  p.  31  of  text. 

s Excluding  5 interstate  transient  families  for  whom  migratory  status  was  unknown. 

* Excluding  33  unattached  interstate  transients  for  whom  migratory  status  was  unknown. 
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STATUTORY  LIMITATIONS  ON  PUBLIC  ASSISTANCE 
TO  TRANSIENTS 

It  is  not  the  intention  in  this  chapter  to  attribute  to  statutory  dis- 
crimination against  the  migrant  the  sole  responsibility  for  his  depriva- 
tion of  certain  social  services.  Instead  of  considering  the  law  as  the 
cause  of  the  migrant’s  being  deprived  of  these  services,  it  is  proposed 
to  examine  it  as  merely  one  of  the  mechmiisms  whereby  he  is  thus 
deprived,  leaving  for  discussion  in  a later  chapter  the  question  of  why 
the  migrant  or  the  group  of  migrants  thus  adversely  affected  is 
penalized. 

Of  the  various  laws  that  {)rovide  for  free  medical  care  to  the  indi- 
gent population,  the  most  important  are  the  so-called  “poor  laws”  of 
the  various  States,  sometimes  called  “pauper”  or  “indigent”  laws,  or 
more  recently  “public  welfare”  or  “public  assistance”  laws.  One  char- 
acteristic common  to  these  laws  is  that  in  them  the  several  States 
impose,  upon  either  themselves  or  their  political  subdivisions,  the  obli- 
gation to  relieve  the  destitute.  Relief  or  medical  care  for  the  sick- 
poor  is,  therefore,  part  of  the  machinery  for  relieving  destitution,  by 
which,  incidentally,  ends  more  fundamental  than  the  relief  of  destitu- 
tion may  also  be  accomplished.  A certain  measure  of  social  quaran- 
tine, rehabilitation,  or  even  prevention  may  thus  be  involved  in  the 
provision  of  medical  care  under  the  poor  laws.  The  basic  concept, 
however,  remains  that  of  relief  of  the  poor. 

Another  concept  common  to  most  poor  laws,  however,  is  the  pro- 
vision that  their  benefits  are  to  apply,  with  rare  exceptions,  only  to 
needy  persons  whom  the  law  considers  residents  of  the  State  or  its 
political  subdivisions.  Sometimes  the  poor  law  makes  further  pro- 
vision for  those  who  do  not  fall  within  its  definition  of  residence,  but 
in  39  States  nonresidents  are  more  or  less  explicitly  excluded  from  its 
benefits. 

That  part  of  the  poor  law  defining  residence  requirements  and 
other  conditions  of  eligibility  for  poor  relief  is  commonly  called  “set- 
tlement law”  and  will  be  thus  referred  to  in  the  discussion  that  follows. 
“Settlement”  should  be  carefully  distinguished  from  “residence”  as  it 
applies  to  eligibility  for  voting,  certain  licenses,  or  civil  service 
appointment. 
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Certain  other  features  of  the  poor  law,  relating  to  the  relief  of 
needy  persons  wdio  do  not  qualify  as  residents,  will  be  considered  in 
this  section,  and  there  will  be  a short  discussion  on  laws  of  the  various 
States  relating  to  the  burial  of  needy  persons  who  are  not  classified  as 
residents. 

SETTLEMENT  LAW 

History  and  develoynient. — The  history  of  settlement  law  extends 
be3mnd  colonial  times  and  the  legal  concepts  brought  to  this  country 
by  the  first  settlers,  to  the  time  of  feudalism.  In  man}'  of  the  original 
poor  laws  of  the  Colonies  there  is  a ])rovision  similar  to  that  in  the 
early  law  of  Rhode  Island,  that  it  should  be  “Agreeable  to  the  Statute 
of  XLIII  of  Elizabeth.”  Thus,  early  poor  laws  in  general,  and  set- 
tlement laws  in  particular,  reveal  notions  and  practices  that  are  pecul- 
iarly English.  States  that  did  not  derive  their  settlement  laws 
directly  fi’oni  England  frequently  did  so  indirectly,  although  a few 
States,  including  Louisiana,  whose  early  laws  were  derived  largely 
from  the  French,  have  never  had  a settlement  law. 

The  reason  for  the  transfer  of  legal  conceptions  from  England  to 
America  lies  partly  in  the  identity  of  the  I’acial  and  cultural  stock 
of  the  early  settlers  and  the  similarity  of  social  and  economic  con- 
ditions in  America  and  England  at  the  time.  The  American  colonies 
were  predominantly  agricultural  so  that  here,  as  in  England,  the 
laboring  classes  were  surrounded  by  a series  of  restrictions  designed 
to  attach  them  so  far  as  possible  to  the  soil  or  the  villages  and  towns 
where  they  happened  to  be  settled.  In  England  these  restrictions 
date  back  to  1350  when,  in  the  towns,  the  scarcity  of  labor  resulting 
from  the  Black  Death  led  to  the  desertion  of  the  feudal  manors 
by  the  serfs. 

So-called  “vagrancy  statutes,”  jjroviding  for  flogging,  branding, 
mutilation,  and,  after  repeated  offense,  the  death  penalty,  for  “sturdy 
rogues  and  beggars.”  date  from  the  latter  part  of  the  fourteenth 
century.  Foremost  among  the  laws,  however,  that  impeded  the  la- 
borers’ freedom  of  movement  in  England  was  the  “Law  of  Settle- 
ment and  Removal,”  enacted  in  1662. 

In  the  American  colonies  one  of  the  purj^oses  of  the  early  settle- 
ment laws  was  to  restrict  the  movement  of  labor.  Among  other 
important  functions  which  they  served  were  the  enforcement  of 
religious  conformity  and  homogeneity  within  the  community  and, 
most  important,  the  protection  of  the  individual  towns  and  parishes 
from  the  intrusion  of  persons  likely  to  become  dependents.  This  is 
probably  the  most  compelling  consideration  today. 

It  is  within  this  framework,  then,  that  early  settlement  legislation, 
and  legislation  about  the  j)oor  generally,  must  be  regarded.  Early 


35 


settlement  laws  differed  from  those  of  the  jjresent  in  a number 
of  ways.  First  of  all,  they  made  residence  almost  completely  a mat- 
ter of  inhabitancy  of  a town  or  paitsh.  rather  than  of  the  State, 
as  is  increasingly  the  trend  today.  ^Moreover,  since  the  town  or  par- 
ish bore  the  sole  financial  responsibility  for  relieving  the  destitute, 
acceptance  or  nonacceptance  of  newcomers  was  de])endent  on  whether 
or  not  they  seemed  likely  to  become  public  chargees.  In  order  to 
bar  undesirable  newcomers,  colonial  towns  and  parishes  resorted  to 
various  practices  and  le^al  rulings.  From  the  very  first,  newcomers 
to  a community  had  to  obtain  approval  from  local  authorities  whether 
for  the  purpose  of  settlement  or  for  only  temporary  stay.  Even  now 
in  such  States  as  Iowa,  South  Dakota,  and  Minnesota  there  are  statu- 
tory provisions  to  the  effect  that  persons  coming  into  the  State  or 
going  from  one  county  to  another,  if  they  are,  or  are  likely  to  be- 
come, county  charges,  may  be  prevented  from  acquiring  settlement 
by  the  authorities  of  the  county,  township,  or  city  in  which  they  are 
found  by  the  act  of  warning  them  to  depart. 

Approval  by  the  town  authorities  and  failure  to  be  “warned  out” 
were  two  of  the  usual  requirements  to  be  met  before  acquiring  set- 
tlement under  the  old  laws.  A third  requirement  which  the  Colonies, 
and  later  the  States  and  Territories,  quite  uniformly  exacted  in  order 
to  guarantee  that  “those  likely  to  become  chargeable”  should  not  ac- 
quire inhabitance  was  the  payment  of  taxes  for  a certain  period  of 
time.  The  period  varied  from  1 to  6 years.  In  Rhode  Island  the 
possession  of  property  or  payment  of  a stipulated  rental  was  another 
basis  for  the  acquisition  of  settlement.  Connecticut  and  Rhode  Island 
even  today  require  a shorter  period  of  residence  for  those  possessed 
of  property  or  an  estate  of  freehold  than  for  other  persons.  In 
the  early  laws  citizenshij)  was  indispensable  to  the  acquisition  of 
settlement  and  is  still  in  South  Carolina  and  Anne  Arundel  County, 
Md. 

Residence,  as  such,  in  a given  locality  and  over  a stipulated  length 
of  time — “commorancy”  as  it  has  been  called  by  some  legal  authori- 
ties— did  not  become  an  important  criterion  for  legal  settlement 
until  well  within  the  nineteenth  century.  Even  today  there  are  few 
States  whose  statutes  permit  acquisition  of  legal  settlement  by  resi- 
dence alone.  Nevertheless,  in  the  discussion  of  the  conditions  of 
settlement  under  our  present  laws,  residence  must  be  assigned  first 
place,  since  it  is  one  of  the  few  principles  that  the  settlement  laws 
of  the  various  States  have  in  common.’^  In  other  respects  we  find 


^ Connecticut  is  the  only  State  in  which  the  law  waives  residence  if  a town  wishes  to 
admit  a person  to  settlement  by  the  vote  of  its  townsmen  or  by  the  consent  of  its  select- 
men and  justices  of  the  peace. 
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State  laws  differing  to  such  an  extent  that  not  a few  of  the  problems 
of  settlement  must  be  attributed  to  this  mutual  inconsistency.  The 
“residence”  principle,  however,  is  marked  by  a complete  lack  of  uni- 
formity between  States. 

Acquisition  of  settlement. — Residence  is  a decisive  factor  in  both 
acquisition  and  loss  of  settlement.  Considering  residence  in  rela- 
tion to  acquisition  of  settlement.,  the  State  laws  are  found  to  disagree 
on  two  questions : ( 1 ) Where  must  a person  have  resided  in  order  to 
acquire  settlement  in  a particular  State?  (2)  How  long  must  he 
have  resided  there?  In  reply  to  the  first  question,  the  39  States 
that  have  settlement  laws  give  13  different  replies,  as  shown  in  table  9- 


Tabtje  9. — Distribution  of  States  accorditif/  to  political  unit  in  which  residence  is 
required  for  acquisition  of  legal  settletnent,  August  1938 


State : 

California. 

Colorado. 

State  and  county : 
Arizona. 

Delaware. 

Idaho. 

Montana. 

Nevada. 

Oregon. 

South  Dakota. 
Texas. 

Wyoming. 

State  or  county : 

North  Dakota. 
State,  county,  or  town  : 
Minnesota. 

County : 

Alabama. 

Iowa. 


Kansas. 

Mississippi. 

Missouri. 

Oklahoma. 

South  Carolina. 
Tennessee. 

West  Virginia. 
County  and  town : 
Ohio. 

County  or  town  ; 
Illinois. 
Michigan. 

Town : 

Connecticut. 

Indiana. 

Maine. 

Massachusetts. 
New  Hampshire. 
New  York. 

Rhode  Island. 


Vermont. 

AVisconsin. 

Other ; 

Nebraska.' 

New  Jersey.' 

North  Carolina.^® 

Pennsylvania.^ 

Virginia.® 

No  settlement  law ; 
Arkansas. 

District  of  Columbia. 
Florida.® 

Georgia. 

Kentucky. 

Louisiana. 

Maryland.' 

New  Mexico. 

Utah. 

Washington. 


' In  county  for  1 year  but  failing  that,  in  State  1 year  and  in  one  county  6 months. 

® In  State  for  1 year  if  prior  to  May  4,  1936,  but  failing  that,  5 years  in  State,  county,  or 
town. 

® In  county  for  1 year,  unless  a migrant  from  out  of  State  who  at  time  of  entrance  into 
State  was  not  able  to  maintain  himself,  in  which  case  3 years’  residence  in  State  is  required 
in  addition. 

■*  In  State  1 year  if  for  purposes  of  relief  from  State ; in  institution  district  1 year  if  for 
purposes  of  relief  from  institution  district. 

® In  county  or  town  for  1 year,  unless  a migrant  from  out  of  State  who  at  time  of  entrance 
into  State  was  not  able  to  maintain  himself,  in  which  case  3 years’  residence  in  State  is 
required  in  addition. 

« Except  for  two  counties,  one  of  which  requires  2 years  in  State,  1 year  in  one  county, 
and  the  second  (only  for  purposes  of  hospital  and  clinic  care)  1 year  in  county. 

' Except  for  one  county  which  requires  1 year  of  county  residence. 

The  replies  to  the  second  question  are  equally  varied.  ISIost  of  the 
States  whose  settlement  laws  demand  residence  both  in  the  State  and  a 
county,  or  in  a county  as  well  as  a toAvn,  require  a different  period  of 
residence  in  the  larger  political  unit  from  that  in  the  smaller.  Idaho, 
for  example,  requires/  1 year’s  residence  in  the  State,  6 months  of 


37 


which  must  be  in  1 county;  Ohio  requires  1 year’s  residence  in  one 
county,  3 months  of  which  must  be  in  one  town.  A number  of  the 
States  do  not  have  residence  provisions  that  apply  uniformly  to  all 
cases.  Colorado  requires  1 year’s  residence  in  the  State,  if  the  person 
has  been  self-supporting  during  that  time,  but  3 years’  if  the  person 
either  has  pulmonary  tuberculosis  or  has  not  been  self-supporting. 
Connecticut  requires  4 years’  residence  in  a town  except  that  1 year 
will  sulSce  if  the  person  owns  property  in  the  town  for  that  period  of 
time.  Rhode  Island  and  New  York  also  have  differential  require- 
ments that  are  applicable  to  different  classes.  The  most  important 
disparity,  however,  between  residence  requirements  for  legal  set- 
tlement is  between  States.  The  range  of  time  extends  from  6 months 
to  as  much  as  5 years.  Table  10  illustrates  these  inequalities.  It  will 
be  noted  that,  while  a substantial  number  of  States  still  prescribe 
1 year’s  residence  for  all  cases,  17  now  have  settlement  laws  that 
require  a longer  residence  at  least  for  some  cases. 

A definite  trend  is  revealed  if  we  compare  the  present  require- 
ments with  those  of  9 years  ago.  A digest  of  the  settlement  law  in 
1930  showed  only  7 States  requiring  more  than  1 year’s  residence. 
During  the  last  25  years,  more  than  one-third  of  the  States  have 
made  more  stringent  laws  in  respect  to  the  length  of  residence  neces- 
sary for  settlement. 

Table  10. — Distribution  of  States  according  to  length  of  residence  required  for 
acquisition  of  legal  settlement,  August  1938 
Six  months  : Five  years  : 


Alabama. 

Tennessee. 

Maine. 

Mississippi. 

Texas. 

Massachusetts. 

Oklahoma. 

West  Virginia. 

New  Hampshire. 

year : 

Wisconsin. 

New  Jersey.® 

Idaho. 

Wyoming. 

Rhode  Island.® 

Illinois. 

Two  years : 

No  settlement  law : 

Indiana. 

Delaware. 

Arkansas. 

Iowa. 

Three  years : 

District  of  Columbia. 

Kansas. 

Arizona. 

Florida.* * 

Michigan. 

California. 

Georgia. 

Minnesota. 

Colorado.* 

Kentucky. 

Missouri. 

Nevada. 

Louisiana. 

Montana. 

North  Carolina.® 

Maryland.® 

Nebraska. 

Oregon. 

New  Mexico. 

New  York.i 

South  Carolina. 

Utah. 

North  Dakota. 

Vermont. 

Washington. 

Ohio. 

Virginia.® 

Pennsylvania. 

Four  years  : 

South  Dakota. 

Connecticut.* 

1 Five  years  in  certain  counties  if  person  came  there  with  tuberculosis  or  for  institutionali- 
zation, or  members  of  his  immediate  family  have  done  so. 

* One  year  sufficent  if  person  is  self-supporting  for  that  period. 

* One  year  sufficient  unless  person  is  a migrant  from  out  of  State  who  was  not  able  to 
support  himself  at  time  of  entrance,  in  which  case  3 years  are  required. 

* One  year  suflScient  if  person  is  possessed  of  property  for  that  period. 

® One  year  suflScient,  prior  to  May  4,  1936. 

® Three  years  sufficient  if  person  is  possessed  of  estate  of  Inheritance  or  freehold. 

^ Except  for  two  counties,  one  of  which  requires  2 years  and  the  other  1 year. 

* Except  for  one  county  which  requires  1 year. 
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All  but  7 of  the  States  that  have  settlement  laws  define  residence 
for  settlement  in  terms  of  its  continuity  or  its  chronological  pre- 
cedence of  application  for  public  support.  Some  States  require  that 
residence  be  “continuous,'’  others  that  it  be  “without  interruption,”  or 
over  a number  of  “successive,”  “consecutive,”  or  “whole”  years  or 
months,  as  the  case  may  be.  Residence  may  be  required  to  be  “prior 
to  application,”  “immediately  preceding  application,”  “immediately 
preceding  becoming  chargeable,”  or  various  similar  phrases.  Table 
11  shows  the  requirements  of  the  several  States  in  this  respect. 


Tablk  11. — Distrihxitwn  of  States  according  to  terms  used  in  settlement  laws  to 
modify  residence  requh’ements  for  acquisition  of  legal  settlemexit,  in  respect  to 
continuity  or  chronological  precedence  before  application  for  public  support, 
August  1938 


Oontinuity 

Continuous : 
California. 
Colorado. 
Connecticut. 
Iowa. 

Minnesota. 

Nebraska. 

North  Carolina. 
North  Dakota. 
Ohio. 

Oklahoma. 
Oregon. 
Pennsylvania.’ 
Rhode  Island. 
Without  interruption  : 
Indiana. 

New  Jersey. 
Successive  years  : 
Delaware. 

Maine. 

South  Carolina. 


Consecutive  years  : 
Massachusetts. 

New  Hampshire. 
Virginia.^ 

Whole  year : 

Tennessee. 

Wisconsin. 

Chronological  precedence 
Prior  to  applicat  ion  : 
Alabama. 

Mississippi. 

Immediately  preceding  ap- 
plication ; 

Arizona. 

Ilinois.3 

Montana. 

Nevada. 

Pennsylvania.’ 

Next  preceding  application : 
Idaho. 

Missouri.® 

Tennessee. 

West  Virginia. 


No  restriefions 

Kansas. 

Michigan. 

New  York. 

South  Dakota. 

Texas. 

Vermont. 

Wyoming. 

No  settlement  law 
Arkansas. 

District  of  Columbia. 
Florida.® 

Georgia. 

Kentucky. 

Louisiana. 

Maryland.’ 

New  Mexico. 

Utah. 

Washington. 


1 “Continuous”  used  only  in  connection  with  law  that  applies  to  assistance  from  institu- 
tion district. 

^ “Consecutive  months”  Instead  of  “consecutive  years.” 

® “Immediately  preceding  becoming  chargeable”  instead  of  “immediately  preceding  appli- 
cation.” 

’“Immediately  preceding  application”  used  only  in  connection  with  law  that  applies  to 
assistance  from  State. 

® “Next  preceding  order  being  made”  instead  of  “next  preceding  application.” 

® One  of  the  two  counties  having  settlement  laws  uses  term  “next  preceding  application.” 

’ The  one  county  having  settlement  law  uses  term  “immediately  preceding  application.” 


Thus  far,  only  the  application  of  the  residence  principle  to  ac- 
quisition of  settlement  has  been  considered.  It  should  be  borne  in 
mind,  however,  that  for  acquisition  of  settlement  there  are  limiting 
clauses  in  most  of  the  laws.  It  has  already  been  pointed  out  that  11 
States  require  residence  to  precede  application  for  public  support,  if 
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ii  is  to  be  applicable  toward  legal  settlement.  Furthermore,  32  States 
that  have  settlement  laws  explicitly  void  residence  for  settlement  pur- 
poses if  the  person  concerned  has  been  the  beneficiary  of  some  public 
or  private  agency.  Self-support  for  a specified  length  of  time  in  addi- 
tion to  residence  is,  therefore,  another  important  principle  involved 
in  the  acquisition  of  settlement.  This  requirement  is  in  a sense  the 
modern  correlative  of  those  earlier  laws  that  made  nonpayment  of 
taxes  or  failure  to  own  j)roperty  or  pay  a stipulated  rental  a bar  to 
the  acquisition  of  settlement,  and  is,  similarly,  intended  to  prevent 
the  acquisition  of  settlement  by  “those  likely  to  become  chargeable.” 

Loss  of  settlement. — Next  in  importance  to  the  principles  govern- 
ing the  acquisition  of  settlement  are  those  that  determine  loss  of 
settlement.  These  are  of  particular  consequence  when  it  becomes  de- 
sirable to  determine  the  ])lace  of  legal  settlement  of  a person  who  is 
known  not  to  have  settlement  in  the  j)lace  where  he  is  now  living. 

Only  21  of  the  39  States  with  settlement  laws  have  explicit  pro- 
visions regarding  the  loss  of  legal  settlement.  In  the  remaining  18 
States  it  has  been  necessary  for  the  courts  to  decide  when  settlement 
is  lost.  Heisterman  says : “The  courts  are  divided  upon  the  question 
of  interstate  settlement,  'khe  various  court  decisions  in  point,  how- 
ever. seem  to  establish,  as  the  weight  of  judicial  authority,  that  the 
original  .settlement  is  lost  by  removing  to  and  obtaining  a legal  settle- 
ment in  anothei-  State,  iiiile.ss  the  evidence  shows  that  the  person 
in  question  did  not  intend  to  relimiuish  his  former  settlement  and 
acquire  a new  one.”  ^ 

In  contrast  to  this  principle  of  recognizing  a settlement  as  lost 
only  upon  acquisition  of  a new  one,  most  of  the  States  that  have 
legal  provisions  for  loss  of  settlement  include  in  them  considerations 
other  than  acquisition  of  a new  settlement.  Thus,  in  18  States, 
settlement  may  be  lost  by  absence  from  the  place  of  settlement  for 
a -sitecified  time,  ranging  from  30  days  in  South  Dakota  to  5 years 
in  Maine,  Massachusetts,  New  Hampshire,  and  Rhode  Island.  The 
same  18  States  all  make  the  additional  stipulation  that  acquisition 
of  a new  settlement  elsewhere  nullifies  the  previous  settlement;  but 
9 of  these  States  interpret  “new”  to  apply  only  within  the  State. 
New  Hampshire  alone  stipulates  that  a settlement  shall  be  void  after 
5 years’  support  as  a pauj^er  in  that  State.  Table  12  lists  the  States 
according  to  their  statutory  provisions  regarding  loss  of  legal 
settlement. 


2 See  (57). 
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Table  12. — Distribution  of  States  accordmg  to  statutory  provisions  retatimg  to 
loss  of  settlement,  August  1938 

SETTLEMENT  LOST  UPON 


Acquisition  of  new  settlement 

Absence  for  specified  period 

No  settlement  law  or  no  pro- 
vision for  loss  of  settle- 

within State : 

Equal  to  period  required  for 

ment 

Indiana. 

acquisition  of  legal  set- 

Iowa. 

tlement  : 

Alabama. 

Kansas. 

Indiana.® 

Arkansas. 

New  Jersey. 

Iowa. 

Connecticut. 

New  York. 

Maine.® 

District  of  Columbia. 

North  Carolina. 

Massachusetts.'* 

Florida. 

North  Dakota. 

Minnesota.®  * 

Georgia. 

South  Dakota. 

Nebraska.® « 

Illinois. 

Wisconsin. 

New  Hampshire. 

Indiana. 

In  another  State : 

New  York. 

Kentucky. 

Iowa. 

North  Dakota.^ 

Louisiana. 

Minnesota. 

Rhode  Island. 

Maryland. 

Nebraska. 

Wisconsin.'*  ® 

Mchigan. 

New  Jersey. 

Wyoming. 

Mississippi. 

North  Carolina. 

Less  than  period  required  for 

Missouri. 

Oregon.! 

acquisition  of  legal  settle- 

Nevada. 

Place  not  specified  : 

ment  : 

New  Mexico. 

Maine. 

Arizona. 

Ohio. 

Montana. 

California.® 

Oklahoma. 

Rhode  Island. 

Colorado.® 

Pennsylvania. 

Kansas.!® 

South  Carolina. 

New  Jersey.!! 

Tennessee. 

South  Dakota.!® 

Texas. 

Utah. 

Assistance  as  pauper  for  five 

Vermont. 

years 

Virginia. 

Washington. 

New  Hampshire. 

West  Virginia. 

1 Acquisition  of  a “residence  in  another  State  by  livinp:  continuously  therein  for  at  least 
1 year  subsequent  to  his  residence  in  this  State.” 

® Absence  must  be  willful  and  uninterrupted. 

s Absence  without  receiving  pauper  supplies  from  within  State. 

^Time  spent  in  certain  institutions  within  State  is  not  to  be  counted  toward  loss  of 
settlement. 

Absence  must  be  voluntary  and  uninterrupted. 

* Absence  must  be  with  intent  to  abandon  residence. 

’ Absence  must  be  voluntary. 

* Absence  for  labor  or  other  temporary  purpose  does  not  occasion  loss. 

»TIie  Colorado  law  by  requiring  1 year’s  self-supporting  residence  and  350  days’  physical 
presence  or  3 years’  residence  and  30  months’  physical  presence  in  effect  provides  for  loss 
of  residence  after  l.q  days’  or  6 months’  absence,  respectively. 

lo  Absence  must  be  willful. 

“ For  period  of  present  economic  emergency,  period  since  January  5,  1935.  spent  in 
certain  institution  or  in  receipt  of  certain  types  of  relief  is  not  to  be  counted  toward  loss 
of  settlement. 

The  number  and  complexity  of  statutes  that  field  workers  and 
interviewers  would  have  been  forced  to  use  constantly  made  it  im- 
possible in  the  Transient  Case  Study  to  detennine  which  transients 
had  lost  settlement  in  the  States  from  which  they  had  migrated. 
Quite  apart  from  the  fact  that  no  compilation  of  statutory  pro- 
visions on  loss  of  settlement  has  ever  been  made,  it  is  also  true  that 
.some  States  follow  practices  that  are  at  apparent  variance  with  the 
law.  Ill  most  States  local  authorities  are  responsible  for  the  I'eturn 
of  stranded  transients.  Whether  or  not  there  is  a State  loss-of- 
.settlement  law,  the  rulings  of  such  local  authorities  are  not  necessarily 
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uniform  tliroiigliout  the  State  nor  for  all  cases,  llesideiits  who  weigh 
the  desirability  of  granting  settlement  to  a citizen  immigrant  also 
weigh,  on  an  individual  basis,  the  “worthiness”  of  an  emigrant  whom 
it  is  proposed  to  return  from  another  State. 

Many  interstate  migrants,  therefore,  find  themselves  without  legal 
settlement  in  any  State  since  acquisition  of  new  settlement  may 
require  as  long  as  5 years’  residence  with  additional  requirements 
such  as  self-support ; while  the  “old”  settlement  may  have  been  lost 
by  absence  from  another  State  for  even  1 month.  This  paradox 
in  which  some  citizens  of  the  United  States  find  themselves  should  be 
seriously  considered  by  public  welfare  officials  and  legislative  bodies. 

STATUTORY  PROVISIONS  FOR  RELIEF  TO  NONRESIDENTS 

While  the  settlement  laws  of  the  States  define  principles  by  which 
nonresidents  are  excluded  from  the  general  benefits  of  the  poor  laws, 
the  latter  generally  include  further  provisions  regulating  the  ad- 
ministration of  special  forms  of  aid  granted  to  nonresidents.  Statu- 
tory provisions  for  relief  to  nonresidents,  types  of  laws,  responsible 
political  units,  types  of  care  given,  and  restrictions  on  relief  are 
shown  in  tables  13  and  14.  It  will  be  noted  that,  although  39  States 
provide  for  aid  to  nonresidents,  they  are  not,  in  every  instance,  those 
that  have  settlement  laws.  Also,  in  making  provision  for  aid  to  the 
“nonresident’’  most  of  the  States  do  not  specifically  define  the  term 
to  show  whether  or  not  it  means  a “nonresident  of  the  community” 
who  has  residence  in  the  State,  or  a “nonresident  of  the  State”  or 
both. 


Table  13. — Diatributian  of  States  imth  different  statutory  provisions  for  relief 
to  nonvesid-ents,  according  to  type  of  low  and  responsible  political  unit, 
August  1938 


Type  of  law 

Mandatory : 

Alabama. 

Arkansas. 

Colorado. 

Connecticut. 

Florida. 

Illinois. 

Indiana. 

Kansas. 

Maine. 

Michigan. 

Minnesota. 

Mississippi. 

Nebraska. 

Nevada. 

New  Hampshire. 
New  .Jersey. 

New  York. 


North  Carolina. 
North  Dakota. 
Ohio. 

Oklahoma. 
Oregon. 
Pennsylvania. 
Rhode  Island. 
South  Carolina. 
South  Dakota. 
Utah. 

Vermont. 

Virginia. 

Washington. 

Wisconsin. 

Wyoming. 

Permissive : 

Arizona. 

California. 

Delaware. 


Idaho. 

Massachusetts.^ 
Montana.2 
West  Virginia. 

Responsible  political  unit 

Local  unit : 

Alabama. 

Arkansas. 

California. 

Colorado. 

Illinois. 

Indiana. 

Kansas. 

Michigan. 

Minnesota. 

Mississippi. 

Nebraska. 

Nevada. 


1 Permissive  for  all  but  residents  of  the  State  who  are  not  residents  of  the  town. 

2 Permissive  for  all  but  sick  nonresidents. 
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table  13. — Distrihution  of  States  with  different  statutory  provisious  for  relief 
to  nonresidents,  aceordiny  to  type  of  law  and  responsible  political  unit,  August 


1938 — Continued 

Responsible  political  unit 

Local  unit — Continued. 

New  Hampshire. 

North  Carolina. 

North  Dakota. 

Ohio. 

Oklahoma. 

Oregon. 

South  Carolina. 

South  Dakota. 

Virginia. 

Washington. 

Wisconsin. 

Wyoming. 


Local  unit  and  State  : 
Connecticut. 
Maine. 

Massachusetts. 

Montana. 

New  .Jersey. 

New  York. 
Pennsylvania. 
Rhode  Island. 
Utah. 

Vermont. 

State  only  : 

Delaware. 

Florida. 

West  Virginia. 


Not  specified : 

Arizona. 

Idaho. 

No  provision 

District  of  Columbia.® 

Georgia. 3 

Iowa. 

Kentucky.® 

Louisiana.® 

Maryland.® 

Missouri. 

New  Mexico.® 
Tennessee. 

Texas. 


® No  settlement  law. 

Table  14. — Distribution  of  States  icitli  different  statutory  provisions  for  relief 
to  nonresidents  according  to  specifications  as  to  recipients  and  to  types  of  care 
to  be  granted,  August  1938 
Type  of  nonresident  granted 
care 


State  transient : ® 

Oregon. 

Out-of-State  transient : ® 

West  Virginia. 

State  and  out-of-State  tran- 
sient ; 

Connecticut. 

Maine. 

Massacliusetts. 

Michigan. 

Montana. 

Nebraska. 

Nevada. 

New  .Jersey. 

New  York. 

Pennsylvania. 

Vermont. 

Wisconsin. 

Wyoming. 

Not  specified  : 

Alabama. 

Arizona. 

Arkansas. 

California. 

Colorado. 

Delaware. 

Florida. 

Idaho. 

Illinois. 

Indiana. 

Kansas. 

Minnesota. 

Mississippi. 

New  Hampshire. 

North  Carolina. 

North  Dakota. 


Ohio. 

Oklahoma. 

Rhode  Island. 

South  Carolina. 

South  Dakota. 

Utah. 

Virginia. 

Washington. 

Health  condition  of  nonresi- 
dent granted  care 

Sick  only  : 

Arkansas. 

Colorado. 

Illinois. 

Minnesota. 

North  Carolina. 

Vii'ginia. 

Washington. 

Sick  and  others : 

Kansas. 

Mis.sissippi. 

Montana. 

Nebraska. 

Nevada. 

Oklahoma. 

Pennsylvania. 

Soutli  Dakota. 

Utah. 

Vf'rmont. 

Wisconsin. 

Not  specified  ; 

Alabama. 

Arizona. 

California. 

Connecticut. 

Delaware. 

Florida. 


Idaho. 

Indiana. 

Maine. 

Massachusetts. 

Michigan. 

New  Hainp.shire. 

New-  Jersey. 

New  York. 

North  Dakota. 

Ohio. 

Oregon. 

Rhode  Island. 

South  Carolina. 

West  Virginia. 
Wyoming. 

Type  of  care  granted’ 

Temporary  only  : 

Indiana. 

Kansas. 

Massachusetts. 

Mississippi. 

Montana.® 

Nevada.® 

New-  Jersey. 

Oklahoma. 

Pennsylvania. 

Rhode  Island. 

South  Carolina. 

South  Dakota. 

Utah. 

Vermont.* 

Virginia. 

Emergency  only  ; 

Arizona. 

California. 

Delaware. 

Idaho. 

residents  of  the  State- 


® Nonresidents  of  the  local  political  unit  who  are,  however, 
® Nonresidents  of  the  State 
® Temporary  for  all  but  sick  nonresidents. 

* Temporary  for  those  not  residents  of  town  for  1 year. 
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Table  14. — Distrihution  of  States  icith  different  statutorn  provisions  for  relief 
to  nonresidents  according  to  specifications  as  to  recipients  and  to  types  of  care 
to  be  granted,  August  1938 — Continued 


Type  of  core  granted 

Not  specifled : 

Alabama. 

Arkansas. 

Colorado. 

Connecticut. 

Florida. 

Illinois. 

Maine. 

Michigan. 

Minnesota. 


Nebraska. 

New  Hampshire. 
New  York. 

North  Carolina. 
North  Dakota. 
Ohio. 

Oregon. 
Washington. 
West  Virginia. 
W’isconsin. 
Wyoming. 


Ho  provision 

District  of  Columbia.* 
Georgia.* 

Iowa. 

Kentucky.® 

Louisiana.* 

Maryland.* 

Missouri. 

New  Mexico.* 
Tennessee. 

Texas. 


* No  settlement  law. 


STATUTORY  PROVISIONS  FOR  THE  KDRIAL  OF  NONRESIDENTS 


In  addition  to  the  problem  of  public  assistance  and  free  medical 
care  for  persons  adversely  affected  by  the  settlement  legislation  of  the 
various  States,  there  have  been  considerable  difficulties  involved  in 
the  disposal  of  the  bodies  of  deceased  nonresidents  who  leave  neither 
resources  of  their  own  nor  known  relatives  who  are  legally  responsi- 
ble. Table  15  shows  the  statutory  provisions  of  the  several  States 
with  relation  to  the  disposal  of  the  bodies  of  dead  nonresidents. 

Table  15. — Distribution  of  States  according  to  statutory  provisions  relating  to 
burial  of  nonresidents,  August  1938 


Explicit  ptcvision  for  non- 

Utah. 

Oklahoma. 

' residents 

Vermont. 

Pennsylvania. 

Alabama. 

Washington, 
scons  ill 

West  Virginia. 

Arkansas. 

Miscellaneous  provisions 

Colorado. 

Provision  relating  only  to 

Connecticut. 

burial  of  indigents  gener- 

Arizona.* * 

Illinois. 

ally 

California.^ 

Kansas. 

District  of  Columbia.* 

Maine’.* 

Delaware. 

Iowa.* 

Massachusetts. 

Georgia. 

Virginia.* 

Michigan. 2 

Idaho. 

Minnesota. 

Indiana. 

No  provision 

Mississippi. 

Louisiana. 

Florida. 

Nevada. 

Missouri. 

Kentucky. 

North  Carolina. 

New  Hampshire. 

Maryland. 

Montana. 

New  Jersey. 

Oregon. 

Nebraska. 

New  Mexico. 

Tennessee. 

Rhode  Island. 

New  York. 

Texas. 

South  Carolina. 

North  Dakota. 

Wyoming. 

South  Dakota. 

Ohio. 

^ Relates  only  to  nonresidents  of  the  township  who  are  residents  of  the  State. 

2 Relates  only  to  nonresidents  of  the  State. 

* Only  provi.sion  in  the  law  is  that  bodies  of  deceased  indigents  are  to  be  delivered  to 
various  medical  schools  for  dissection,  etc. 

Only  provi.sion  in  the  law  is  concerned  with  notification  of  State  Board  of  Health 
regarding  bodies  that  have  to  be  burled  at  public  expense. 

* Only  provision  in  the  law  is  one  authorizing  and  directing  the  operation  of  a crema- 
torium for  bodies  that  cannot  be  disposed  of  except  at  public  expense. 

*Only  provision  in  the  law  is  that  the  bodies  of  persons  dying  in  certain  institutions 
are  to  be  delivered  to  vaidous  medical  schools  for  di.ssection,  etc. 
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Part  III 


ADMINISTRATIVE  PRACTICES  OF  AGENCIES  GIVING 
PUBLIC  ASSISTANCE  TO  TRANSIENTS 

It  has  been  noted  that  the  States  and  their  constituent  political  units 
make  limited  free  medical  care  available  to  certain  groups  of  the  popu- 
lation as  part  of  their  program  for  relieving  destitution.  In  Part  II 
were  examined  the  laws  under  which  such  medical  care  and  the  other 
forms  of  public  assistance  are  provided.  It  was  found  that  these  laws 
assign  to  the  transient  a status  significantly  different  from  that  of  the 
resident.  It  now  remains  to  be  seen  to  what  extent  the  transient  is 
actually  deprived  of  the  benefits  of  the  above-mentioned  social  services 
as  a consequence  of  those  laws. 

Some  light  on  this  problem  is  furnished  by  data  from  the  Study 
of  Agency  Practice.  Since  the  findings  of  this  part  of  the  study  are 
related  only  to  agencies  that  do  give  free  care  to  transients,  they  will 
necessarily  reveal  policies  more  generous  toward  transients  than  would 
be  the  case  if  the  agencies  refusing  care  had  been  included.  This 
should  be  borne  in  mind  in  drawing  conclusions  as  to  the  extent  of 
restriction  against  the  transient. 

AGENCIES  GIVING  PUBLIC  ASSISTANCE  TO  TRANSIENTS 

The  distribution  of  agencies  giving  care  to  transients  and  the  num- 
ber of  transients  interviewed  in  the  20  cities  under  consideration  are 
shown  in  table  16.  The  proportion  of  agencies  in  each  city  seems  to 
bear  a close  relationship  to  the  relative  size  of  the  transient  problem 
of  the  city,  as  the  problem  existed  during  the  study  period  and  was 
revealed  b}^  the  number  of  applications  for  some  form  of  public  assist- 
ance. However,  apart  from  the  situation  in  certain  cities  where  the 
similarity  is  not  shown,  no  measure  of  the  adequacy  of  facilities  for 
transients  in  the  respective  communities  is  revealed  by  these  data. 
Even  though,  generally,  one  city  has  about  the  same  proportion  of 
agencies  in  relation  to  its  transient  “case  load”  as  has  another,  whether 
these  facilities  are  adequate  for  the  care  of  the  transient  problem  is 
(piite  a different  question. 
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Table  16. — Distribution  of  transients  applying  for  public  assistance  during  a 
6-week  period  between  March  8 and  May  7,  1938,  and  of  agencies  receiving 
applications,  according  to  city  covered  by  Transient  Case  Study 


City 

Transients 

Agencies 

Number 

Percent 

Number 

Percent 

Total 

27,866 

100.0 

432 

100.0 

4,863 

17.5 

80 

1ft  f. 

Phoenix,  Ariz 

332 

12.0 

21 

4.9 

Philadelphia,  Pa 

3, 130 

11.2 

45 

10.4 

2, 634 

9.5 

26 

A 0 

Denver,  Colo 

2;  078 

7.5 

33 

7.6 

Minneapolis,  Minn 

1,710 

6. 1 

16 

3 7 

Atlanta^  Qa - 

L453 

5.2 

15 

3.5 

Seattle,  Wash 

1,452 

5.2 

30 

7.0 

San  Antonio,  Tex.. 

1,138 

4. 1 

35 

8. 1 

Stockton,  Calif 

941 

3.4 

15 

3.5 

Ogden,  Utah.. 

806 

2.9 

10 

2.3 

Jacksonville,  Fla 

738 

2.6 

14 

3.2 

New  Orleans,  La 

707 

2.5 

23 

5.3 

Boise,  Idaho 

699 

2.5 

14 

3.2 

Albuquerque,  N.  Mex 

571 

2.0 

9 

2. 1 

El  Paso,  Tex. 

428 

1.5 

13 

3.0 

Roswell,  N.  Mex 

390 

1.4 

12 

2.8 

El  Centro,  Calif 

349 

1.3 

9 

2.1 

Hot  Springs,  Ark 

258 

.9 

10 

2.3 

Tucson,  Ariz 

189 

.7 

2 

.6 

General  function. — Agencies  giving  public  assistance  to  transients 
may  be  roughly  divided  into  two  categories,  according  to  the  type 
of  assistance  they  dispense  primarily.  Those  agencies  whose  primary 
function  is  to  provide  medical  care^  or  whose  provision  of  material 
aid  (i.  e.,  food,  clothing,  or  shelter)  is  only  incidental  to  the  provi- 
sion of  free  medical  care  have  in  this  study  been  called  medical 
agencies ; those  whose  primary  function  is  to  distribute  general  relief, 
some  part  of  which  may  be  free  medical  care,  have  been  called  social 
agencies.^ 

As  shown  in  table  17,  there  were  exactly  three  times  as  many  social 
agencies  as  there  were  medical  agencies  giving  some  sort  of  assistance 
to  transients  in  the  20  cities.  Although  25  percent  of  all  agencies 
giving  public  assistance  to  transients  were  medical  agencies,  the  per- 
centage of  transient  applicants  that  they  handled  was  substantially 
smaller.  One  factor  among  others  that  operated  to  reduce  the  per- 
centage of  cases  handled  by  medical  agencies  was  the  inclusion  among 
the  20  cities  studied  of  the  city  of  Phoenix  which  was  at  the  time 
coping  with  an  extraordinary  influx  of  stranded  migratory  agri- 


^ “Medical  care”  is  used  througliout  this  discussion  to  denote  “free  medical  care.” 

2 There  were  only  a few  borderline  cases  under  these  definitions.  Three  hospitals  were 
found  which  made  a practice  of  distributing  food  at  their  doors  to  transients  w’ho  applied 
there.  These  were  nevertheless  classified  as  medical  institutions.  One  county  welfare 
department  in  one  of  the  States  refused  all  material  aid  to  transients,  acting  only  as  an 
intake  center  for  the  county  hospital,  so  far  as  sick  transients  were  concerned.  In  its 
primary  function,  it  acted  as  the  general  public  welfare  agency  for  all  indigents  in  that 
community,  and  was,  therefore,  treated  as  a social,  rather  than  a medical  agency.  With 
these  exceptions,  the  definitions  set  forth  above  were  easily  applicable. 
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cultural  workers’  families.^  In  the  throes  of  material  distress,  these 
families  applied  to  the  local  public  welfare  agency  and  consequently 
lowered  the  total  representation  of  applications  to  medical  agencies. 
Leaving  Phoenix  out  of  consideration,  the  percentage  of  transient 
applicants  handled  by  medical  agencies  in  the  remaining  19  study 
cities  becomes  21.6  in  the  case  of  families  and  7.3  for  the  unattached. 


Tahle  17. — Distribution  of  agencies^  giving  public  assistance  to  transients  and 
of  transient  cases  ^ handled  thcrebg,  according  to  general  function  of  agency 


General  function  of  agency 

All 

agencies 

Cases  handled 

Total 

Family 

Un- 

attached 

Number 

Total 

432 

27, 866 

5,598 

22, 268 

Medical 

108 

2,300 

732 

1,568 

Social.. 

324 

25, 566 

4,866 

20,700 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

Medical 

25.0 

8.3 

13.1 

7.0 

Social 

75.0 

91.7 

86.9 

93.0 

' Located  in  20  cities  covered  by  the  Transient  Case  Study. 

2 Transient  families  and  unattached  transients  applying  for  assistance  during  a 6-\veek  period  between 
March  8,  1938,  and  May  7,  1938. 


Another  consideration  bearing  on  the  proportion  of  applicants  for 
free  medical  care  is  that  those  agencies  called  medical  agencies  are 
not  the  only  ones  that  actually  give  such  care  to  transients.  On  the 
contrary,  in  addition  to  the  108  medical  agencies,  98  social  agencies, 
or  a total  of  206  agencies,  were  found  providing  free  medical  care  to 
transients  in  certain  instances.  It  should  be  pointed  out,  however, 
that  the  proportion  of  agencies  providing  for  free  medical  care  to 
transients,  206  out  of  432,  is  not  in  any  sense  a measure  of  the  avail- 
ability of  such  care  to  them.  The  distribution  of  all  agencies  by 
function  is  shown  in  table  18. 

With  regard  to  social  agencies  jiroviding  medical  care  to  transients 
in  certain  instances,  the  question  arose  as  to  how  many  applications 
for  free  medical  care  they  actually  receive.  A tabulation  of  the  ob- 
jects sought  in  all  transient  applications  during  one  week,  in  15  of  the 
20  cities,  indicated  that,  in  addition  to  aj)plications  for  medical  care 
at  medical  agencies,  2.7  percent  of  applications  at  social  agencies 
were  also  for  medical  care. 


3 See  (27). 
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Table  18. — Distribution  of  agencies  ‘ with  different  policies  in  provision  of  medi- 
cal care  giving  public  assistance  to  transients,  according  to  general  function 
of  agency 


General  function  of  agency 


Total  

432 

206 

226 

108 

108 

324 

98 

226 

Percent 

100.0 

100.0 

100.00 

25.0 

52.4 

0 

75.0 

47.6 

100.0 

All  agencies 


Agencies 

providing 

medical 

care 


Number 


Agencies 
not  provid- 
ing medical 
care 


1 Located  in  20  cities  covered  by  the  Transient  Case  Study. 


Table  19  presents  a classification  of  medical  ao:encies  giving  free 
medical  care  to  transients  in  the  20  cities.  Among  tliem  there  are 
as  many  hospitals  as  there  are  oiit-patient  departments  of  hospitals 
and  clinics,  and  the  two  groups  make  up  over  nine-tenths  (94.4  per- 
cent) of  the  total.  Sixty-three  percent  of  the  hospitals  are  general 
hospitals,  and  among  the  remainder,  half  are  maternity  hospitals. 


Table  10. — Distribution  of  medical  agencies  ‘ giving  free  medical  care  to 
transients,  according  to  type  of  agency 


Type  of  agency 

Medical  agencies 

Number 

Percent 

Total.. 

108 

100.0 

Hospitals 

51 

47.2 

General 

32 

29.6 

Maternity 

10 

9.3 

3 

2.8 

2 

1.9 

Venereal  disease 

1 

.9 

Tuberculosis 

1 

.9 

Nose  and  throat 

1 

.9 

Chronic  invalidism.  

1 

.9 

Clinics  and  out-patient  departments 

51 

47.2 

6 

5.6 

Visiting  nurse  associations 

2 

1.9 

Tuberculosis  associations 

2 

1.9 

Milk  fund  associations 

1 

.9 

First  aid  stations 

1 

.9 

1 Located  in  20  cities  covered  by  the  Transient  Case  Study. 


Social  agencies  do  not  lend  themselves  to  classification  as  easilv 
as  do  medical  agencies.  However,  since  one  of  the  main  purposes  of 
this  study  was  to  determine  the  type  of  care  available  to  transients, 
they  were  classified  according  to  the  intensity  and  the  amount  of  per- 
sonal attention  with  which  the  individual  agencies  treat  each  tran- 
sient case.  Some  of  the  criteria  used  were  these:  Is  so-called  case 
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work  treatment  available  for  the  transient?  How  is  shelter  pro- 
vided? Is  it  provided  to  each  case  individually  by  the  disbursing 
of  case  or  rent  orders,  or  on  a congregate  basis  in  the  form  of  mass 
shelter?  How  is  food  provided — to  each  case  according  to  individual 
need  by  the  disbursing  of  cash  or  grocery  orders,  by  feeding  all  comers 
on  the  ])remises,  or  by  the  more  or  less  indiscriminate  distribution 
of  food  baskets  ? When  transportation  is  provided  for  the  transient, 
is  this  done  with  his  ultimate  Avelfare  in  mind  or  merely  to  get  him 
out  of  town  ? 

With  these  criteria  as  a background,  all  social  agencies  were  readily 
grouped  into  “case-work  agencies”  and  “mass-care  agencies”  so  far  as 
their  treatment  of  transients  is  concerned.  Local  public  welfare 
departments,  family  welfare  societies,  travelers’  aid  agencies,  and  the 
like,  generally  belong  in  the  case-work  category,  while  so-called  “mis- 
sion” agencies,  “flop-houses,”  public  shelters,  and  jails  or  police  stations 
(if  they  provide  food  or  shelter  to  transients)  are  typically  mass-care 
institutions. 

As  shown  in  table  20,  mass-care  agencies,  representing  less  than 
three-fifths  of  all  social  agencies,  were  found  to  handle  two-thirds  of 
all  applications  and  more  than  three-fourths  of  the  unattached  cases. 
It  might  also  be  noted  that,  considering  the  individual  person  as  the 
unit,  almost  one-fifth  of  all  persons  for  whom  application  was  made 
to  mass-care  agencies  belonged  to  families. 


Tabuc  20. — Distrihution  of  social  agencies'^  giving  public  assistance  to  transients 
O')! (I  of  transient  cases  ^ handled  thereby,  according  to  type  of  services 


Type  of  service 

All  agencies 

Cases  handled 

Total 

Family 

Unattached 

Number 

Total.. 

324 

25,566 

4,866 

20,700 

Mass -care 

184 

16, 954 

935 

16, 019 

Case-work.. 

140 

8,612 

3, 931 

4,681 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

Mass-care 

56.8 

66.3 

19.2 

77.4 

Case-work  

43.2 

33.7 

80.8 

22.6 

• Located  in  20  cities  covered  by  the  Transient  Case  Study. 

* A selected  sample  of  transient  families  and  unattached  transients  applying  for  assistance  during  a 6-week 
period  between  March  8,  1938,  and  May  7,  1938. 


AgeTicy  control. — For  a period  of  approximately  2 years  (August 
1933  to  September  1935)  the  bulk  of  public  assistance  to  transients  was 
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dispensed  by  one  agency,  the  Federal  Transient  Bureau  of  the  Federal 
Emergency  Belief  Administration,  When,  in  September  1935,  this 
program  was  ordered  liquidated,  the  official  responsibility  for  relief 
to  transients  was  returned  to  the  States,  where  it  has  since  remained.^ 

How  have  the  States  met  this  responsibility?  The  data  in  tables 
21  and  22  seem  to  suggest  that,  generally,  they  have  not  met  it. 
Neither  State  nor  local  public  agencies  carry  the  burden  of  relief 
in  the  20  cities  studied,  since  77.8  percent  of  the  agencies  providing 
any  sort  of  material  or  medical  relief  to  transients  are  nongovern- 
mental agencies  and  these  handle  63  percent  of  all  transient  cases 
applying  for  public  assistance. 

However,  the  governmental  agencies  seem  to  be  carrying  a rela- 
tively greater  share  of  the  burden  of  medical  relief  for  transients 
than  they  do  of  material  relief.  This  is  suggested  by  the  proportion 
of  governmental  agencies  providing  for  medical  care  to  transients  as 
well  as  the  number  of  transient  cases  making  application  to  them. 
With  the  exception  of  a small  number  of  “other”  hospitals,  all 
agencies  that  do  provide  medical  care  to  transients  are  represented 
a great  deal  more  heavily  among  governmental  agencies  than  are 
those  agencies  that  do  not  provide  for  such  care. 

Table  21. — Distribution  of  agencies^  under  different  control  giving  public 
assistance  to  transients,  according  to  provision  of  medical  care 


Provision  of  medical  care 


All 

Control  of  agency 

agencies 

Govern- 

Nongov- 

mental 

ernmental 

Number 


Total 

Agencies  providing  medical  care 

Medical  agencies 

General  hospitals 

Other  hospitals 

Clinics  and  out-patient  departments. 
Other  medical  agencies 

Social  agencies 

Agencies  not  providing  medical  care 


Total 

Agencies  providing  medical  care 

Medical  agencies.. 

General  hospitals 

Other  hospitals 

Clinics  and  out-patient  departments. 
Other  medical  agencies 

Social  agencies 

Agencies  not  providing  medical  care 


> Located  in  20  cities  covered  by  the  Transient  Case  Study. 


432 

96 

336^ 

206 

66 

140 

108 

44 

64 

32 

14 

18 

19 

3 

16 

51 

25 

26 

6 

2 

4 

98 

22 

76 

226 

30 

196 

Percent 

100.0 

22.2 

77.8 

100.0 

32.0 

68.0 

100.0 

40.7 

59.3 

100.0 

43.8 

56.2 

100.0 

15.8 

84.2 

100.0 

49.0 

51.0 

100.0 

33.3 

66.7 

100.0 

22.4 

77.6 

100.0 

13.3 

86.7 

*See  (27). 
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TABiLH  22. — Distribution  of  transient  cases  ^ handled  by  agencies"  under  different 
control  giving  public  assistance  to  transients,  according  to  general  function  of 
agency 


General  function 
of  agency 

All 

agencies 

Cases  handled 

Total 

Family 

Unattached 

Total 

Govern- 

mental. 

agency 

Non- 

govern- 

blental 

agency 

Total 

Govern- 

mental 

agency 

Non- 

govern- 

-mental 

agency 

Total 

Govern- 

mental 

agency 

Non- 

govern 

mental 

agency 

Number 

Total.. 

432 

27,866 

10,299 

17, 567 

5, 598 

4, 186 

1,412 

22,  268 

6, 190 

16, 078 

Medical 

108 

2, 300 

1,734 

566 

732 

449 

283 

1,568 

1,284 

284 

Social 

324 

^5, 566 

8, 565 

17, 001 

4,866 

3, 737 

1, 129 

20, 700 

4,906 

15,  794 

Percent 

Total. 

100.0 

100.0 

37.0 

63.0 

100.0 

74.8 

25.2 

100.0 

27.8 

72.2 

Medical... 

25. 0 

100.0 

75.4 

21.6 

100.0 

61.3 

38.7 

100.0 

81.9 

18.1 

.Social 

75.0 

100.0 

33.5 

66.  5 

t 100. 0 

•'76.3 

23.2 

100.0 

23.7 

76.3 

> Transient  families  and  unattached  transients  applying  for  assistance  during  a 6-week;  period  between 
March  8,  1938,  and  May  7,  1938. 

2 Located  in  20  cities  covered  bj'  the  Transient  Case  Study. 


PJilSTRICTIONS  ON  THE  TYPE  OF  MEDICAL  CAKE  AVAILABLE  TO  TRANSIENTS 

To  gauge  the  availability  of  medical  care  to  the  transient,  it  is  not 
enough  to  show  that  there  are  certain  agencies  giving  such  care. 
One  must  determine  further  what  sort  of  medical  care  is  made  avail- 
able to  the  transient  and  under  what  conditions  it  is  administered  to 
him.  Data  on  this  subject  are  presented  in  table  23.  The  fact  that 
the  type  of  medical  care  available  to  the  transient  is  greatly  restricted 
.stands  out  immediately  in  the  table.  Only  50  of  the  196  agencies  that 
give  transients  any  type  of  medical  care  do  so  on  the  same  basis  as 
to  residents.  The  remaining  agencies  are  approximate!}^  equally  di- 
vided between  those  that  grant  the  transient  only  emergency  care  and 
those  that  grant  ordinary  care  but  do  so  only  for  selected  cases.  It 
is  interesting  to  note  that  governmentally  controlled  agencies  as  a 
group  seem  to  be  more  stringent  in  their  restrictions  than  are  those 
not  so  controlled. 

As  shown  in  table  24,  only  8 out  of  95  social  agencies  that  provide 
for  medical  care  to  transients  do  so  without  restricting  it  to  emergency 
care  or  to  ordinary  care  in  selected  cases.  Thirty  out  of  50  mass-care 
agencies  and  20  out  of  45  case-work  agencies  limit  their  provisions 
to  emergency  medical  service.  The  least  restricted  type  of  care  seems 
to  be  given  by  medical  agencies  other  than  general  hospitals,  that  is, 
largely  by  clinics  and  out-patient  departments,  a few  maternity  hos- 
])itals,  and  a few  other  agencies  that  do  not  lend  themselves  readily 
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to  classification.  Of  the  7'2  aj>eiicies  fallinj>'  into  this  group,  35  accord 
their  particular  type  of  treatment  to  all  transients  on  the  same  basis 
as  to  residents  and  only  14  limit  their  care  to  emergency  treatment. 


Table  23. — DistHbution  of  agencies  ^ under  different  control  giving  medical  care 
to  transients,  according  to  type  of  care  provided 


All 

agencies 

Control  of  agency 

Type  of  medical  care  provided 

Govern- 

mental 

Nongov- 

ernmental 

Number 

Total 

2 196 

63 

133 

Emergency  care  only 

74 

23 

51 

Ordinary  care  for  selected  cases  onlv 

72 

30 

42 

Unrestricted  care 

50 

10 

40 

Percent 

Total 

100.0 

100.0 

100.0 

Emergency  care  only 

37.7 

36.5 

38.3 

Ordinary  care  for  selected  cases  only 

36.7 

47.6 

31.6 

U nrestricted  care i 

25.5 

15.9 

30.1 

I  Located  in  20  cities  covered  by  the  Transient  Case  Study, 
s Excluding  10  agencies  for  which  the  type  of  medical  care  provided  was  unknown. 


Table  24. — Distribution  of  agencies^  of  different  general  function  giving  medical 
care  to  transients,  according  to  type  of  care  provided 


Type  of  medical  care  provided 

All 

agencies 

General  functio 
Medical 

n of  agency 
Social 

General 

hospitals 

Other 

Mass- 

care 

Case- 

work 

Number 

Total 

2 196 

29 

72 

50 

45 

Emergency  care  only 

74 

3 10 

14 

30 

20 

Ordinary  care  for  selected  cases  only 

72 

3 12 

23 

16 

21 

Unrestricted  care 

50 

7 

35 

4 

4 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

Emergency  care  only 

37.8 

34.5 

19.4 

60.0 

44.4 

Ordinary  care  for  selected  cases  only 

36.7 

41.4 

31.9 

32.0 

46.7 

Unrestricted  care 

25.5 

24.1 

48.6 

8.0 

8.9 

‘ Located  in  20  cities  covered  by  the  Transient  Case  Study. 

2 Excluding  10  agencies  for  which  the  type  of  medical  care  provided  was  unknown. 

3 One  not  registered  by  the  American  Medical  Association. 


Pos.sibly  the  most  decisive  index  of  the  nonavailability  of  medical 
care  to  transients  is  shown  in  the  data  on  general  hospitals  presented 
in  table  25.  The  availability  of  treatment  in  general  hospitals  is  most 
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important  since,  in  contrast  to  treatment  in  agencies  other  than  hos- 
pitals, it  is  more  elaborate  and,  in  most  cases,  more  intensive.  How- 
ever, only  30  of  the  146  registered  general  hospitals  (exclusive  of 
Federal  general  hospitals)  in  20  cities  studied  have  any  sort  of  free 
medical  care  available  for  the  transient.  The  care,  moreover,  is  re- 
stricted in  the  majority  of  these  institutions.  As  shown  in  table  24, 
9 hospitals  grant  only  emergency  care  to  transients,  11  grant  ordinary 
care,  but  only  to  selected  cases,  and  only  7 general  hospitals  in  the  20 
cities  grant  ordinary  medical  care  to  all  transients  on  the  same  basis 
as  to  residents. 


Table  25. — Distribution  of  general  hospitals^  under  different  control  registered 
hp  the  American  Medical  Association,  according  to  provision  of  free  care  for 
transients  “ 


Provision  of  free  eare 

All 

hospitals 

Control  of  hospital 

Govern- 
mental 3 

Nonprofit 

Proprie- 

tary 

Number 

Total - 

« 146 

17 

106 

23 

Hospitals  providing  free  care 

30 

13 

17 

0 

Hospitals  hot  providing  free  care - 

116 

4 

89 

23 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

20.5 

76.5 

16.0 

Hospitals  hot  providing  free  care 

79.5 

23.5 

84.0 

100.0 

• Lo(Jftted  in  20  cities  covered  by  the  Tlransient  Case  Study. 

s Data  from  Hospital  Number,  Journal  of  the  American  Medical  Association,  March  1938. 

3 ExcludinK  hospitals  under  Federal  control. 

‘ Including  9 hospitals  classified  as  “General- Tuberculaiis.” 

That  medical  care  to  transients  is,  on  the  whole,  limited  to  emer- 
gency cases  is  also  indicated  by  the  records  of  Louisville  (Kentucky) 
City  Hospital’s  disposition  of  transient  cases  applying  for  hospitaliza- 
tion during  the  period  from  September  1935  to  April  1938,  inclusive. 
This  hospital  defines  settlement  (in  reference  to  eligibility  for  bed 
care)  as  continuous  residence  in  Louisville  for  6 months.  Further- 
more, in  the  process  of  admitting  patients,  the  determination  of  eligi- 
bility is  made  subsequent  to  the  determination,  by  a physician  of  the 
hospital  staff,  of  the  need  for  bed  care.  Nevertheless,  650,  or  44 
percent,  of  the  1,488  transients  who  made  application  were  admitted  as 
bed  patients.  That  the  majority  of  them  were  suffering  from  more  or 
less  emergency  conditions  for  which  immediate  medical  or  surgical 
attention  was  needed  is  borne  out  by  the  provisional  diagnoses  made 
in  the  admitting  wards.® 


® See  Part  V. 
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The  remaining  838,  or  56  percent  of  the  transient  cases,  although 
judged  by  a physician  to  be  in  need  of  bed  care,  were  not  accepted 
for  in-patient  care  at  the  City  Hospital.  Inasmuch  as  the  only  reason 
for  accepting  transient  cases  in  this  hospital  is  that  the  nature  of 
the  conditions  from  which  they  are  suffering  is  such  that  if  they 
were  not  accepted  undue  suffering  or  death  might  ensue,  it  follows 
that  the  cases  rejected,  although  they  needed  bed  care,  w’ere  not  imme- 
diate emergencies,  or  that  tlie  Department  of  Admissions  was  able 
to  make  arrangements  that  the  patient  or  some  agency  would  pay  for 
the  hospitalization  in  some  other  hospital.  One  hundred  and  seventy- 
three,  or  12  percent,  of  the  cases  were  referred  to  other  hospitals  in 
this  manner. 

In  the  study  of  transient  applicants  for  medical  care  covering  16  Los 
Angeles  (California)  medical  agencies®  it  was  shown  that,  out  of 
1,011  applicants,  84  percent  were  admitted  to  the  various  medical 
facilities,  although  the  established  policy  of  the  majority  of  the  med- 
ical agencies  was  not  to  care  for  transients.  The  report  of  the  Los 
Angeles  study  emphasized  that  the  high  percentage  of  admissions 
indicated  the  emergency  nature  of  the  medical  conditions  for  which 
cafe  was  sought. 

USE  OF  SETTLEMENT  RESTRICTIONS  AGAINST  THE  TRANSIENT 

The  method  whereby  the  transient  is  accorded  different  treatment 
from  that  accorded  the  resident  in  a community’s  program  of  ma- 
terial aid  and  free  medical  care  consists  in  the  application  against 
him  of  certain  residence  and  technically  related  requirements  which 
were  referred  to  in  a previous  chapter  as  “settlement  restrictions.” 
In  39  States  this  discrimination  between  transient  and  resident  has 
been  crystallized  in  the  form  of  legal  enactment;  in  9 States  and  the 
District  of  Columbia  it  has  no  such  form.  However,  regardless  of 
the  existence  of  a settlement  law,  settlement  restrictions  against  the 
transient  are  resorted  to  in  practice  by  nmmerous  communities  in  their 
administration  of  social  services. 

In  this  sense,  as  has  previously  been  said,  discrimination  against 
the  transient  is  the  primary  factor  and  its  embodiment  in  legal  form 
is  only  secondary.  Even  if  States  repeal  or  nullify  their  settlement 
laws  they  may,  nevertheless,  make  regulations  as  strict  as  the  original 
statutes.  For  example,  chapter  90,  Laws  of  Utah,  1937,  provides  that 
the  State  and  county  welfare  departments  may  grant  assistance  and 
relief  to  persons  in  “necessitous  circumstances,”  regardless  of  age  and 
settlement.  The  amount  of  such  assistance  is  to  be  determined  by 


See  (25). 
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the  Welfare  Board  after  taking  into  consideration  all  of  the  facts 
surrounding  the  case.  As  of  January  1938,  the  welfare  boards  had 
not  promulgated  any  rules  or  regulations  but  had  adopted  the  practice 
of  refusing  aid  to  transients  except  on  rare  occasions  of  actual  need, 
and  even  tlien  the  practice  seems  to  have  been  to  get  them  out  of  the 
State  of  Utah  as  soon  as  possible.  It  is  emphasized,  however,  that 
so  far  as  settlement  or  residence  is  concerned  the  State  has  no  legal 
requirements  when  granting  general  relief.  The  rules  and  regula- 
tions in  use  by  this  State  are  the  same  as  those  embodied  in  the  settle- 
ment statute  in  operation  before  the  passage  of  the  superseding  law. 

Similarly,  in  the  State  of  Washington  in  1938,  the  rules  and  regu- 
lations of  the  State  Department  of  Social  Security  required  for  pur- 
poses of  general  public  assistance  1 year’s  presence  in  the  State  to 
gain  residence  and  1 year  out  of  the  State  to  lose  residence.  More- 
over, in  1937  the  old  poor  law  which  required  only  a 6-month 
residence  in  each  county  and  made  no  mention  of  State  residence  had 
been  repealed  and  no  new  statute  had  been  enacted  to  replace  it. 

That  the  existence  of  a settlement  law  is  not  per  se  the  determining 
factor  in  restriction  against  the  transient  is  further  indicated  by  the 
findings  of  the  Transient  Case  Study  in  20  cities.  Twelve  of  the  cities 
studied  are  located  in  States  that  have  settlement  laws,  8 in  States 
that  do  not.  Nevertheless,  38.5  percent  of  all  agencies  apply  settle- 
ment restrictions  against  transients  in  the  cities  where  there  is  no 
settlement  law,  while  in  the  cities  governed  by  such  a law  only  33.4 
percent  do  so.  The  complete  tabulation  is  shown  in  table  26. 

Moreover,  as  shown  in  table  27,  in  the  States  that  have  settlement 
laws,  only  24  of  the  100  agencies  that  resort  to  settlement  restrictions 
govern  themselves  by  the  State  law.  Of  the  remainder  49  were  stricter 
than  the  law  and  27  more  lenient.  Governmental  agencies  confonned 
to  the  letter  of  the  law  in  more  than  one-third  of  all  cases  (13  out  of 
37),  while  only  half  that  proportion  (11  out  of  63)  did  so  among 
other  agencies. 

Agencies  in  States  that  do  not  have  settlement  laws  usually  follow 
the  1-year  rule  of  residence  in  the  State,  or  in  a specified  political 
unit  within  the  State,  when  they  make  settlement  restrictions.  How- 
ever, as  in  the  States  that  do  have  settlement  laws,  they  add  further 
i-estrictions,  the  most  important  of  which  is  requiring  self-support 
during  the  period  of  residence.  This  was  found  to  be  true  in  approxi- 
mately one-third  of  the  agencies  making  restrictions,  with  govern- 
inental  agencies  displaying  greater  stringency  in  this  regard  than  the 
nongovernmental  agencies,  as  sho\vn  in  table  28. 

The  relative  stringency  of  governmentall^^  controlled  agencies  in 
applying  settlement  restrictions  against  the  transient  has  already 
been  a subject  of  comment.  Table  29  summarizes  the  situation. 


oo 


Among  governmental  agencies,  the  percentage  applying  settlement 
restrictions  is  twice  as  large  (58.9)  as  it  is  among  nongovernmental 
agencies  (27.9).  This  fact  has  great  bearing  on  the  availability  of 
medical  care  to  transients  because  more  than  three-fourths  of  all 
applications  to  medical  agencies  are  directed  to  governmentally  con- 
trolled agencies. 


Table  20. — Distribution  of  agencies^  in  States  with  settlement  laws  and  icithont 
settlement  laws  giving  public  assistance  to  transients,  according  to  use  of 
settlement  restri cti o n s 


1 

1 

Location  of  agency 

Use  of  settlement  restrictions 

1 

All  agencies 

i 

1 

In  States 
with 

settlement 

laws 

In  States 
without 
settlement 
laws 

Number 

Total - 

2 421 

299 

Agencies  using  settlement  restrictions 

147 

100 

47 

Agencies  not  using  settlement  restrictions 

274 

199 

75 

Percent 

Total 

100.0 

100  0 

im  ft 

Agencies  using  settlement  restrictions 

34.9 

33.4 

38.5 

-\gencies  not  using  settlement  restrictions 

65.1 

66.6 

61.5 

• Located  in  20  cities  covered  by  the  Transient  Case  Study. 

5 E.xcluding  11  agencies  for  which  the  practice  of  using  settlement  restrictions  was  unknown. 


Table  27. — Distribution  in  States  with  settlement  laws  of  agencies^  under  dif- 
ferent control  giving  public  assistance  to  transients,  according  to  degree  of 
adherence  to  settlement  laws 


Adherence  to  settlement  laws 

All  agen- 
cies 

Control 

Govern- 

mental 

of  agency 

Nongovern- 

mental 

Number 

Total 

100 

37 

63 

Agencies  adhering  to  rest  rictions  in  settlement  laws 

24 

13 

11 

Agencies  exceeding  restrictions  in  settlement  laws 

49 

18 

31 

Agencies  not  meeting  restrictions  in  settlement  laws 

27 

6 

21 

Percent 

Total ..  

100.0 

100.0 

Iftft.  ft 

Agencies  adhering  to  restrict! ons i n settlem ent  laws - 

24.0 

35.0 

17.5 

Agencies  exceeding  restrictions  in  settlenaent  laws : 

49.0 

48.7 

49.2 

Agencies  not  meeting  restrictions  in  settlement  laws 

27.0 

16.2 

33.3 

I Located  in  12  of  the  20  cities  covered  by  the  Transient  Case  Study. 
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Tablk  2<S. — I)iHtrihvtion  in  Staten  nithout  settlement  laws  of  agencies'^  under 
different  eontrol  gining  public  assistance  to  transients,  according  to  type  of 
settlement  restrictions  made 


Type  of  settlement  restrictions  made 

All  agencies 

Control  of  agency 

Govern- 

mental 

Nongov- 

ernmental 

Number 

47 

19 

28 

Residential  restrictions  only 

32 

11 

21 

Residential  and  other  restrictions 

15 

8 

7 

Percent 

Total  

100.0 

100.0 

100.0 

Residential  restrictions  only - 

08.1 

57.9 

75.0 

Residential  and  other  restrictions 

31.9 

42. 1 

25.0 

1 Located  in  8 of  the  20  cities  covered  by  the  Transient  Case  Study. 

Table  29. — Distribution  of  agencies^  under  different  control  giving  public  assist- 
ance  to  transients,  according  to  use  of  settlement  restrietions 


Use  of  settlement  restrietions 

All  agencies 

Control 

Govern- 

mental 

of  agency 

Nongov- 

ernmental 

Number 

Total  

M21 

95 

326 

Agencies  using  settlement  restrietions — 

147 

56 

91 

Agencies  not  using  settlement  restrictions 

274 

39 

235 

Percent 

100.0 

100.0 

100.0 

Agencies  using  settlement  restrictions.-- 

34.9 

58.9 

27.  9^ 

Agencies  not  using  settlement  restrictions 

65. 1 

41.1 

72. 1 

■ Located  in  20  cities  covered  by  the  Transient  Case  Study. 

2 Exclusive  of  11  agencies  whose  use  of  settlement  restriction  is  unknown. 


Greater  stringency  in  applying  settlement  restrictions  against 
transients  is  also  indicated  in  the  agencies  set  up  to  olfer  the  more 
elaborate  or  the  more  universal  types  of  care.  Table  30  shows  that, 
Avhile  half  the  case-work  agencies  include  residence  restrictions  in 
their  eligibility  reipiirements,  only  one-fifth  of  the  mass-care  agencies 
do  so.  Similarly,  the  general  hospital  is  stricter  in  exacting  settle- 
ment qualifications  than  are  other  medical  agencies.  ^lore  than  half 
the  general  hospitals  make  such  requirements,  Avhile  less  than  one- 
third  of  other  medical  agencies  do  so.  Among  governmental  agencies 
the  degree  to  which  restrictions  are  imposed  is  even  greater.  All  the 
governmentally  controlled  general  hospitals  and  24  out  of  26  case- 
work agencies  discriminate  against  the  transient  on  a settlement 
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basis.  Other  social  and  medical  agencies  do  so  in  approximately 
one-third  of  the  cases.  Table  31  shows  the  detailed  tabulation. 


Table  30. — Distribution  of  agencies'^  of  different  general  function  giving  public 
assistance  to  transients^  according  to  use  of  settlement  restrictions 


General  function  of  agency 

All 

agencies 

Medical 

Social 

Use  of  settlement  restrictions 

General 

hospitals 

Other 

Mass- 

care 

Case- 

work 

Number 

421 

28 

75 

180 

138- 

Agencies  using  settlement  restrictions 

147 

16 

23 

39 

69 

274 

12 

52 

141 

69 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

100.  d 

Agencies  using  settlement  restrictions 

34.9 

67.1 

30.7 

21.7 

60. 0- 

Agencies  not  using  settlement  restrictions 

65.1 

42.0 

69.3 

78.3 

50.0 

• Located  in  20  cities  covered  by  the  Transient  Case  Study. 


Table  31. — Distribution  of  governmental  agencies^  of  different  general  function 
giving  public  assistance  to  transients,  according  to  use  of  settlement  restric- 
tions 


Use  of  settlement  restrictions 


Total 

Agencies  using  settlement  restrictions 

Agencies  not  using  settlement  restrictions. 


Total 

Agencies  using  settlement  restrictions 

Agencies  not  using  settlement  restrictions 


General  function  of  agency 

All 

Medical 

Social 

agencies 

General 

Mass- 

Case- 

hospitals 

care 

work 

Number 

95 

13 

30 

26 

26 

56 

13 

11 

8 

24 

39 

0 

19 

18 

2 

Percent 

100.0 

100.0 

100.0 

100.0 

100.0 

58.9 

100.0 

36.7 

30.8 

92.3 

41.1 

63.3 

69.2 

7.7 

‘ Located  in  20  cities  covered  by  the  Transient  Case  Study. 


Data  thus  far  presented  have  shown  in  general  the  restrictions 
on  the  types  of  medical  care  available  to  transients  and  the  depend- 
ence of  these  restrictions  on  settlement  requirements.  Unfortunately 
these  data  have  two  limitations.  First  of  all,  they  describe  agencies 
selected  because  they  do  give  medical  care  to  transients.  With  agen- 
cies refusing  care  to  transients  thus  explicitly  excluded,  the  policies 
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revealed  are  more  generous  to  transients  than  if  the  agencies  refusing- 
care  had  been  included.  Among  general  hosjutals.  the  one  class  of 
agency  in  which  all  were  considered  regardless  uf  policy  toward  tran- 
sients, it  was  found  that  only  7 out  of  14G.  or  less  than  5 percent, 
give  ordinary  medical  care  to  transients  without  resti’ictions  other 
than  those  also  imposed  on  residents.  If  one  considers  only  the 
general  hos])itals  that  actually  give  sojue  sort  of  care  to  transients, 
the  proportion  that  give  ordinary  care  without  restriction  appears 
much  higlier  (7  out  of  30).  A secoml  limitation  of  the  data  is  the 
smaliness  of  the  sample,  conlined  as  it  was  to  20  cities  and  not  per- 
mitting a detailed  breakdown  of  medical  agencies  so  that  restrictions 
as  they  apply  to  individual  types  might  be  observed. 

P^ortunately,  two  other  bodies  of  data  with  neither  of  the  above 
limitations  are  available.  Each  consists  of  an  enumeration  of  all 
the  medical  agencies  of  a given  type  throughout  the  United  States. 
The  two  types  of  agencies  represented  are  (a)  out-patient  depart- 
ments of  hospitals,  and  (b)  tuberculosis  hospitals  and  sanatoria. 

Out-patient  departments. — The  only  data  available  on  settlement 
restrictions  for  purposes  of  eligibility  for  care  at  the  out-patient 
departments  of  hospitals  relate  to  resklenee  requirements  which,  as 
pointed  out  elsewhere,  are  the  most  important  part  of  settlement 
requirements.  (See  Part  II.)  These  data  are  presented  in  table  32 
and  are  a part  of  the  analysis  made  by  Margaret  L.  Plumley  of  data 
from  the  National  Health  Inventory  collected  by  the  Division  of 
Public  Health  Methods  of  the  United  States  Public  Health  Service. 
They  apply  to  all  out-patient  departments  irrespective  of  whether 
the  care  offered  is  free.  The  tabidation  consequently  tends  to  .show 
greater  leniency  on  the  part  of  the  whole  group  of  institutions  than 
if  oidy  the  free  out-patient  departments  had  been  represented. 

Table  ,32. — Percentage  (Hstrihution  of  out-patient  departments  in  the  United 
States  under  different  control,  according  to  residential  requirements  for 
admission  of  patients  ^ 


Control  of  out-patient  department 


Political  unit  in  which  residence  is  required  for  ad- 
mission 

All  out- 
patient 
depart- 
ments * 

Governmental 

Nongovernmental 

Local 

State 

Church 
and  fra- 
ternal 

Other 

nonprofit 

Total 

100 

100 

100 

i-oo 

100 

State 

6 

1 

53 

3 

2 

f Local  political  unit 

48 

90 

-.(0 

35 

41 

No  residence  requirement 

46 

9 

27 

62 

57 

Number  of  out-patient  departments 

729 

149 

56 

141 

383 

• Data  from  Admission  Policies  for  Out-patient  Departments  bv  M.  L.  Plumley.  Hospital  Management, 
5;  20-22  (February  1938). 

* Including  only  out-patient  departments  that  reported  satisfaetory  data  in  the  study  of  out-patient 
departments  conducted  as  part  of  the  National  Health  Inventory,  1935-36. 
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It  will  be  noted  that,  while  54  percent  of  all  out-patient  depart- 
ments made  admission  to  their  services  conditional  upon  a residence 
requirement  of  some  sort,  91  percent  of  local  governmental  (i.  e.,  city, 
city-county,  or  county)  out-patient  departments  and  73  percent  of 
State  controlled  out-patient  departments  do  so.  In  all  but  1 percent 
of  local  governmental  agencies  the  residence  required  is  local. 

Nongovernmental  out-patient  departments  are  less  stringent  in  their 
residence  requirements.  Only  38  percent  of  those  controlled  by 
church  and  fraternal  societies  and  43  percent  of  those  controlled  by 
other  non{)rofit  associations  make  such  stipulations.  However,  as 
indicated  elsewhere  in  the  National  Health  Inventory  data,'^  the  pro- 
portion of  nongovernmental  out-patient  departments  offering  free 
care  is  very  small  (23  percent  of  those  controlled  by  church  and  fra- 
ternal organizations  and  15  percent  of  those  run  by  other  nonprofit 
organizations)  as  contrasted  with  that  of  governmental  out-patient 
departments  (72  percent  of  local  and  56  percent  of  State  agencies). 
In  other  words,  wherever  residence  requirements  do  not  prevent  the 
transient  from  obtaining  service,  the  much  more  effective  restriction 
of  a fee  requirement  will  probably  do  so,  although  this  latter  situ- 
ation would  not  affect  transients  in  a manner  different  from  that  in 
which  it  would  residents  of  the  same  economic  level. 

Tuberculosis  hospitals. — It  has  already  been  noted  that  generally 
the  more  elaborate  the  care  offered  by  a medical  agency,  the  more 
stringent  is  its  apj)lication  of  settlement  restrictions  against  tran- 
sients. It  would,  therefore,  be  expected  that  the  admission  policies  of 
tuberculosis  hospitals  would  be  stricter  than  those  observed  for  out- 
patient departments.  This  is  found  to  be  true.  The  507  tubercu- 
losis hospitals  and  sanatoria  registered  by  the  American  Medical  Asso- 
ciation are  tabulated  in  table  33  by  type  of  control  and  admission 
policies.  Considering  them  irrespective  of  whether  they  have  free 
care  available,  it  is  found  that  62.1  percent  make  residential  restric- 
tions. If  proprietary  and  Federal  institutions  are  omitted,  as  they 
were  in  the  case  of  out-patient  departments,  the  percentage  becomes 
72.2  percent,  whereas  in  the  case  of  out-patient  departments  it  was 
only  54  percent. 

As  in  the  case  of  out-patient  departments,  governmentally  con- 
trolled institutions  are  substantially  more  stringent  in  making  resi- 
dence stipulations  than  are  the  nongovernmental  agencies.  The  chief 
reason  why  nongovernmental  hospitals  resort  less  to  residential  restric- 
tions than  the  governmental  ones  do,  is,  as  in  the  case  of  out-patient 


’’  See  (93), 


229296—40- 5 


60 


departments,  the  fact  that  the  nongovernmental  agencies  seldom  fur- 
nish free  care  ® to  the  general  population,  as  shown  in  table  34. 


Table  33. — Distrihution  of  tuT)erculosis  hospitals  in  the  United  States  under 
different  control,  according  to  residential  requirements  for  admission  of 
patients  ‘ 


Political  unit  in  which  residence  is 
required  for  admission 

All  hos- 
pitals 

Control  of  hos] 
Governmental 

Dital 

N ongo  vernmental 

Federal 

State 

Local 

Non- 

profit 

Propri- 

etary 

Number 

Total 

507 

16 

70 

241 

120 

60 

State 

105 

0 

65 

21 

17 

2 

Local  political  unit 

210 

0 

1 

183 

24 

2 

No  known  residence  requirement 

192 

16 

4 

37 

79 

56 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

20.7 

92. 9 

8.7 

14.2 

3.3 

41.4 

1.4 

75.9 

20.0 

3.3 

No  known  residence  requirement... 

37.9 

i5o.o 

5.7 

15.4 

65.8 

93.4 

> Data  from  National  Tuberculosis  Association,  Tuberculosis  Hospital  ^md  Sanatorium  Directory,  1938. 
Only  hospitals  and  sanatoria  registered  by  the  American  Medical  Association  are  included. 


The  close  relationship  existing  between  the  availability  of  free 
care  and  the  making  of  residential  restrictions  in  tuberculosis  hos- 
pitals is  illustrated  trenchantly  in  table  35.  Practically  all  of  the 
agencies  listed  in  the  Tuberculosis  Hospital  and  Sanatorium  Direc- 
tory ® as  having  free  care  available  to  indigents  or  to  all  persons 
irres])ective  of  their  economic  status  make  some  sort  of  residence 
requirement. 

Unfortunately  also,  it  is  the  larger  institutions  that  restrict  ad- 
mission on  the  basis  of  residence.  The  larger  the  bed  capacity  of 
a tuberculosis  hospital,  the  greater  the  likelihood  that  nonresidents 
Avill  be  excluded.  Classifying  these  hospitals  according  to  bed  capac- 
ity, one  finds  in  table  36  that  very  small  hospitals,  those  having  less 
than  25  beds,  limit  admission  in  the  above  fashion  in  10  out  of  34 
cases,  Avhile  large  hospitals,  those  with  150  beds  or  more,  do  so  in 
120  out  of  155  (77.4  percent)  cases.  Hospitals  of  intermediate  size 
range  between  these  two  extremes. 


® “Free  care,”  as  used  in  this  connection,  does  not  include  the  care  available  to  bene- 
ficiaries of  organizations  such  as  the  U.  S.  Public  Health  Service  and  U.  S.  Veterans” 
Administration  ; or  to  those  of  certain  trade  unions,  benefit  societies,  or  church  groups ; 
or  to  Indians. 

"See  (87). 
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TAUie  34. — Distribution  of  tuhercnlosis  hospitals  in  the  United  States  under 
different  control,  according  to  beneficiaries  for  free  care  * 


Beneficiaries  for  free  care 

All 

hospitals 

Control  of  hospital 

Oovernmental 

Nongovernmental 

Federal 

State 

Local 

Non- 

profit 

Proprie- 

tary 

Number 

Total  

*492 

16 

69 

233 

117 

57 

All  persons.. 

82 

0 

11 

63 

8 

O' 

Indigents  only 

121 

0 

18 

83 

20 

0- 

Beneficiaries  of  siiecific  organizations 

36 

16 

1 

0 

19 

O' 

None 

253 

0 

39 

87 

70 

5r 

Percent 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

' 100.0 

16.7 

15.9 

27.0 

6.8 

24.6 

26.1 

35.6 

17. 1 

7.3 

ioo.6 

1.4 

16.2 

51.4 

56.5 

37.3 

59.8 

100.0 

' Data  from  National  Tuberculosis  Association,  Tuberculosis  Hospital  and  Sanatorium  Directory,  1938. 
Only  hospitals  and  sanatoria  registered  by  the  American  Medical  Association  are  included. 

2 Excluding  15  hospitals  for  which  the  policy  of  selecting  beneficiaries  for  free  eare  was  unknown. 


Table  35. — Distribution  of  tuberculosis  hospitals  in  the  United  States  icith 
different  residential  requirements  for  admission,  according  to  beneficiaries  for 
f ree  care  ^ 


Beneficiaries  for  free  care 

All  hos- 
pitals 

Political  ui 
requi 

State 

lit  in  which 
red  for  admi 

Local 

political 

unit 

residence  is 
ssion 

No  known 
residence 
require- 
ment 

Number 

Total 

*492 

105 

210 

177 

All  persons 

82 

15 

65 

2 

Indigents  only 

121 

25 

88 

8 

Beneficiaries  of  specific  organizations 

36 

4 

1 

31 

None.. 

253 

61 

56 

136 

Percent 

Total 

100.0 

20.7 

41.4 

37.9 

All  persons 

100.0 

18.3 

79.3 

2.4 

Indigents  only 

100.0 

20.7 

72.7 

6.6 

Beneficiaries  of  specific  organizations 

100.0 

11. 1 

2.8 

86.1 

None.. 

100.0 

24.1 

22.1 

53.8 

• Data  from  National  Tuberculosis  Association,  Tuberculosis  Hospital  and  Sanatorium  Directory,  1938. 
Only  hospitals  and  sanatoria  registered  by  the  American  Medical  Association  are  included. 

> Excluding  15  hospitals  for  which  the  policy  of  selecting  beneficiaries  for  free  care  was  unknown. 
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Table  36. — Distribution  of  tuberculosis  hospitals  in  the  United  States  icith  dif- 
ferent residential  requirements  for  admission,  according  to  size  of  hospital^ 


Size  of  hospital 

All  hos- 
pitals 

Political  ui 
requ 

state 

lit  in  which 
red  for  admi 

Local  po- 
litical 
unit 

residence  is 
ssion 

No  known 
residence 
require- 
ment 

Number 

Total 

507 

105 

210 

192 

Very  small  Gess  than  25  beds) - 

34 

3 

7 

24 

Small  (25-49  beds). 

90 

12 

35 

43 

Medium  (50-149  beds) - 

228 

34 

104 

90 

Large  (150  beds  and  over).. 

155 

56 

64 

35 

Percent 

Total 

100.0 

20.7 

41.4 

37.9 

Very  small  (less  than  25  beds).. 

100.0 

8.8 

20.6 

70.6 

Small  (25-49  beds) 

100.0 

13.3 

38.9 

47.8 

Medium  (50-149  beds) 

100.0 

14.9 

45.6 

39.5 

Large  (150  beds  and  over) 

100.0 

36.1 

41.3 

22.6 

1 Data  from  National  Tuberculosis  Association,  Tuberculosis  Hospital  and  Sanatorium  Directory,  1938. 
Only  hospitals  and  sanatoria  registered  by  the  American  Medical  Association  are  included. 
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ILLNESS  AND  MEDICAL  CARE 

The  first  three  parts  of  this  report  have  described  how  transiency 
results  from  unsuccessful  and  misdirected  migration  and  have  ana- 
lyzed the  methods  by  which  communities  discriminate  against  this 
class  of  needy  persons.  It  has  been  shown  that  the  barriers  set  up 
against  transients  by  authorities  responsible  for  public  assistance  are 
usually  successful  not  only  in  excluding  transients  from  the  receipt  of 
material  aid  on  the  same  basis  as  needy  residents  but  also  in  closing 
generally  the  doors  of  public  medical  agencies  to  them  for  all  condi- 
tions except  emergencies. 

The  latter  type  of  discrimination,  while  serious  enough  in  prin- 
ciple to  merit  concern,  becomes  more  important  as  the  group  toward 
which  it  is  directed  exhibits  a relatively  higher  rate  of  illness.  If 
transients  were  extremely  “healthy,”  if  their  need  for  public  medical 
care  were  almost  negligible,  this  type  of  discrimination  would  be  of 
no  particular  importance. 

It  becomes  imperative  then  to  measure  the  unmet  medical  needs  of 
these  individuals  in  terms  of  illness  and  medical  care  received. 

Data  on  disabling  illness  and  medical  care  were  collected  during  the 
course  of  the  Transient  Case  Study  and  will  be  presented  in  such 
form  as  to  facilitate  comparisons  with  data  on  similar  resident 
groups.  Disabling  illness  was  defined  as  one  that  prevented  the  per- 
son from  following  his  usual  occupation  for  as  much  as  1 day. 

Disabling  illness  rates  in  each  case  are  expressed  as  the  number 
of  such  illnesses  per  1,000  individuals  during  a 3-month  period. 
Interviewing  in  each  of  19  cities  was  begun  during  March  1938  ^ and 
continued  for  exactly  6 weeks,  so  that  the  3-month  survey  period 
prior  to  interview,  in  individual  cases,  began  as  early  as  December 
1937,  and  in  others  ended  as  late  as  May  1938.  Each  interview  was 
with  an  unattached  transient  or  one  member  of  a transient  family 
applying  for  public  assistance.  The  informants  were  the  heads  of 
families  in  83  percent  of  all  family  cases  on  which  data  were  secured. 

^ The  survey  in  Los  Angeles  was  delayed  to  April  1,  1938,  by  flood  conditions. 

. (63) 
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VOLUME  or  DISABLING  ILLNESS 

More  than  one-eighth  (13.6  percent)  of  the  9,040  unattached  tran- 
sients interviewed  and  21.7  percent  of  the  7,105  individuals  in  inter- 
viewed transient  family  cases  had  had  at  least  1 disabling  illness 
during  the  3-month  survey  period.  That  these  rates  are  not  compar- 
able should  be  obvious  since  the  unattached  group  is  made  up  prin- 
cipally of  young  male  adults  who  would  be  expected  to  have  less 
disability  than  a group  of  adults  and  children,  the  age  composition 
of  which  is  more  like  that  in  the  general  population. 

The  resident  group  with  which  interstate  transients  may  be  com- 
pared most  logically  is  that  group  of  persons  included  in  the  Health 
and  Depression  Study  of  the  United  States  Public  Health  Service 
and  the  Milbank  Memorial  Fund  ^ embracing  some  7,000  families  in 
8 cities  and  considering  health  in  its  relation  to  income  and  income 
change.  The  group  included  in  the  Health  and  Depression  Study 
was  not  intended  to  represent  a true  sample  of  the  whole  population 
of  the  surveyed  cities  but  rather  the  plan  was  to  include  sections 
having  families  that  in  normal  times  were  in  moderate  circumstances 
but  that  in  large  numbers  had  been  reduced  to  poverty  during  the 
depression.  Slum  areas  and  the  best  residential  sections  were  avoided. 
About  one-third  of  the  families  included  had  a total  income  in  1932 
of  less  than  $600,  roughly  two-thirds  had  incomes  of  less  than  $1,200, 
and  only  one-tenth  had  annual  incomes  as  great  as  $2,000  in  that 
year.  The  survey  period  of  the  Health  and  Depression  Study  was  of 
the  same  length,  occurring  in  approximately  the  same  season  as  that 
of  the  present  study,  and  the  definitions  of  terms  used  in  the  two 
studies  are  practically  identical.  That  one  study  was  made  in  1932 
and  the  other  in  1938  is  not  believed  to  prejudice  the  results  of 
comparisons. 

Table  37  shows  a comparison  between  the  disabling  illness  rates 
of  the  two  populations.  It  will  be  noted  that  both  in  the  total  and 
in  each  age  group  transients  had  a considerably  higher  disability 
rate  than  did  the  resident  population  ® studied  in  1932.  This  finding 
is  entirely  in  accord  with  the  many  estimates  and  statements  made 
as  to  the  relatively  high  incidence  of  illness  among  transients.  It 
will  be  further  noted  that  adjusting  the  resident  population  rates  to 
the  age  distribution  of  the  transient  group  made  practically  no  differ- 
ence in  the  total  rate.  This  must  not  be  construed  to  mean  that  there 
is  no  difference  between  the  age  distribution  of  the  two  groups. 
Table  37  and  figure  1 show  that  the  transient  group  contains  a rela- 


2 For  a full  report  on  this  group  refer  to  (89). 

® Throughout  this  discussion  “residents”  will  be  used  to  designate  that  portion  of  the 
population  of  8 cities  studied  in  the  Health  and  Depression  Studies.  See  (59),  (89),  and 
(90). 
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tively  higher  proportion  of  individuals  under  5 years  of  age  and  a 
smaller  proportion  of  persons  45  years  of  age  and  over  than  does 
the  resident  group. 


Table  37. — DisaUing  illness  rates  ^ for  interstate  family  transients*  and  for 
residents*  aecording  to  age  of  individual 


Age  group 

Disabling  illness  rate 

Number  of  persons 
observed 

Interstate 

family 

transients 

Residents 

Interstate 

family 

transients 

Residents 

Total,  adjusted  ‘ 

239 

137 

Total,  crude 

239 

138 

»6, 395 

31,630 

Under  5 

299 

185 

913 

2.486 

6-9 

258 

196 

802 

3.641 

10-14 

19.5 

115 

738 

3,716 

15-19 

185 

87 

643 

3, 306 

20-24. 

216 

88 

640 

2,538 

25-34 

217 

121 

1,153 

4,  646 

35-44 

240 

132 

814 

4. 678 

45-54 

286 

141 

462 

3,515 

55  and  over 

291 

183 

230 

3. 104 

Number  of  disabling  illnesses,  all  ages 

1,525 

4,358 

I Per  1,000  persons  for  a 3-month  period. 

* Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered  by 
the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May  7, 
1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  preceding 
the  date  of  interview. 

* Persons  constituting  the  sample  described  in  Health  and  Depression  Studies.  See  (89)  and  (90). 

* Adjusted  to  age  distribution  of  all  transients  in  family  cases. 

* Excluding  10  of  unknown  age. 


Figure  l. — Percentage  age  distribution  of  population  of  known  age. 


Ill  table  38  is  shown  a comparison  of  disability  rates  for  unattached 
interstate  transients  * and  for  resident  males  of  comparable  age.  It 


^ Among  the  unattached  were  241  females  w'ho  had  82  disabilities.  If  these  are  elimi- 
nated, the  rate  is  reduced,  but  not  materially.  It  is  thought  that  a comparison  of  all 
unattached  with  resident  maies  is  therefore  justified. 
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will  be  noted  that,  as  in  the  case  of  transients  traveling  in  family 
groups,  among  interstate  nnattaclied  transients  higher  rates  of  dis- 
abling illness  occur  in  each  age  group  (except  10-14,  with  only  13 
individuals)  than  among  males  in  resident  families. 


Table  38. — DisaMlng  illness  rates'^  for  unattached  interstate  transients^  and  for 
resident  males, ^ according  to  age  of  individual 


Age  group 

Disabling  illness 
rate 

Number  of  persons 
observed 

Unattached 
interstate 
transients  < 

Resident 

males 

Unattached 

interstate 

transients 

Resident 

males 

145 

100 

Total  crude 

144 

107 

6 8, 286 

12,  650 

10-14 

0 

108 

13 

1,838 

15-19 

102 

73 

706 

1,  666 

20-24 

88 

73 

1,781 

1,272 

25-34. 

127 

86 

2,  470 

2,220 

35-44 

180 

121 

1,818 

2, 343 

45-54 - 

214 

122 

1,004 

1,850 

55  and  over 

207 

166 

494 

1,461 

Number  of  disabling  illnesses,  all  ages 

1,065 

1,356 

■ Per  1,000  persons  for  a 3-month  period. 

2 Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7, 1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  preceding 
the  date  of  interview. 

3 Persons  included  in  the  sample  described  in  Health  and  Depression  Studies.  See  (89)  and  (90). 

< Rates  adjusted  for  sampling  errors  in  agencies,  by  type  of  care  furnished. 

* Adjusted  to  age  distribution  of  all  unattached  transients. 

* Excluding  2 of  unknown  age. 

The  difference  between  the  disability  rates  shown  probably  does 
not  represent  the  true  situation.  Administrative  considerations  made 
it  imperative  in  the  Transient  Case  Study  that  only  applicants  for 
public  assistance  be  interviewed.  Therefore  any  unattached  tran- 
sient who  was  disabled  at  the  time  interviews  were  being  taken  and 
who  had  been  admitted  to  a hospital  was  not  included,  while  in  the 
resident  group  those  members  of  contacted  families  who  were  dis- 
abled and  hospitalized  on  the  day  of  interview  were  considered  part 
of  the  family  and  listed.  It  is  therefore  probable  that  the  dis])arity 
between  the  true  disability  rates  is  greater  than  is  shown  by  the  data 
presented. 

One  group  of  family  transients,  the  male  informants,  are  compa- 
rable with  unattached  transients  ^ in  respect  to  illness  on  the  day  of 
interview.  In  table  39  the  disabling  illness  rates  of  three  groups 
of  male  interstate  transients — unattached,  informants  in  family  cases, 
and  all  males  10  years  of  age  and  over  in  family  cases — are  shown 


^ Of  all  interstate  unattached  transients  2.9  percent  were  female.  This  small  fraction 
is  disregarded  in  the  present  comparison  of  male  grovii>s. 


67 


by  a^e  ^oiips.  Male  informants  show  a consistently  lower  rate  of 
disabling  illness  than  do  all  males  in  family  cases.  It  is  believed 
that  this  difference  represents  family  transients  disabled  and  hos- 
pitalized at  the  time  of  interview. 


Tablk  39. — Disahlihg  illness  rates  ‘ for  unattached  interstate  transients,  for  male 
informants  in  family  cases,  and  for  all  males  over  10  years  of  age  in  family 
cases,  according  to  age  of  individual^ 


Age  group 

Disabling  illness  rate 

Number  of  persons  observed 

Unattached 
interstate 
transients  * 

Male  in- 
formants 
in  family 
cases 

All  males  * 
in  family 
cases 

Unattached 

interstate 

transients 

Male  in- 
formants 
in  family 
cases 

All  males  ‘ 
in  family 
cases 

Total,  adjusted  A.- 

145 

167 

187 

Total,  crude 

144 

178 

187 

»8,286 

1,303 

J2,408 

10-14 

0 

500 

184 

13 

6 

391 

15-19 

102 

100 

103 

706 

20 

311 

20-24 

88 

136 

118 

1,781 

167 

280 

2.5-34 

127 

158 

189 

2,470 

443 

555 

35-44 

180 

174 

203 

1,818 

356 

459 

45-54 

214 

202 

265 

1,004 

208 

268 

55  and  over 

207 

291 

299 

494 

103 

144 

Number  of  disabling  ill- 

nesses,  all  ages 

1,065 

232 

451 

> Per  1,000  persons  for  a 3-month  period. 

* Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and  May 
7,  1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  inciudes  the  3 months  pre- 
ceding the  date  of  interview. 

3 Rates  adjusted  for  sampling  errors  in  agencies,  by  type  of  care  furnished. 

< Excluding  those  under  10. 

* Adjusted  to  age  distribution  of  all  unattached  transients. 

® Excluding  2 of  unknown  age. 

’’  Excluding  3 of  unknown  age. 


Aside  from  this,  there  is  a difference  between  the  two  groups, 
unattached  and  male  informants,  that  appears  of  even  greater 
importance  as  a cause  of  the  disproportion  between  their  rates  of 
disabling  illness.  The  state  of  “unattached  transiency”  is  one  that 
demands  relatively  good  physical  condition.  As  has  been  shown  in 
Part  I,  unattached  transients  are  more  mobile  than  family  transients, 
both  as  to  length  of  time  since  migration  began  and  as  to  adherence  to 
original  goal.  The  unattached  lead  a very  rigorous  life  and  their 
usual  method  of  travel,  by  freight  train,  is  not  one  that  could  be 
followed  with  ease  by  a person  chronically  ill.  Likewise,  the  unat- 
tached individual,  while  ill,  is  deprived  of  care  and  assistance  such 
as  is  ordinarily  received  only  from  members  of  one’s  immediate  fam- 
ily. For  these  reasons  it  is  believed  that  unattached  transients  as 
a class  are  more  highly  selected  as  healthy  individuals  than  are 
family  transients. 

It  has  been  mentioned  previously  that  the  residents  included  in  the 
Flealth  and  Depression  Study  were  not  confined  to  any  one  economic 
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group,  but  rather  the  sampling  was  area  within  the  cities,  and 
analyses  of  illness  were  made  by  economic  status.  The  results  of 
these  analyses  as  well  as  the  findings  of  a subsequent  study,  the 
National  Health  Survey,  show  that  the  frequency  of  all  illness  and 
of  disabling  illness  is  highest  among  the  poor. 

Since  it  has  been  shown  here  that  transients  experienced  more 
disabling  illness  per  unit  than  did  the  residents  described  in  the 
Health  and  Depression  Study,  it  is  believed  useful  to  compare  their 
rates  with  those  of  the  three  economic  groups  of  residents.  This 
comparison  is  shown  in  table  40.  It  is  seen  that  again,  in  the  total 
adjusted  for  age  differences  and  in  each  age  group,  transients  suffer 
a higher  rate  of  disabling  illness  than  any  economic  class  of  resi- 
dents— even  considerably  higher  than  those  classified  as  “poor”  in  the 
Health  and  Depression  Study,  with  whom  they  are  most  comparable 
in  economic  status. 


Table  40. — DisahUng  illness  rates'^  for  interstate  family  transients^  and  for 
residents^  classified  as  to  economic  status*  according  to  age  of  individual 


Age  group 

Disabling  illness  rate 

Number  of  persons  observed 

Inter- 

state 

family 

tran- 

sients 

Residents 

Inter- 

state 

family 

tran- 

sients 

Residents 

Com- 

fort- 

able 

Mod- 

erate 

Poor 

Com- 

fort- 

able 

Mod- 

erate 

Poor 

Total,  adjusted  * 

239 

126 

128 

154 

Total,  crude 

239 

119 

128 

152 

« 6, 395 

4. 451 

13, 001 

14,178 

Under  5 

299 

173 

172 

195 

913 

162 

913 

1,411 

5-9 

258 

231 

185 

198 

802 

186 

1,  259 

2,196 

10-14 

195 

137 

116 

113 

738 

204 

1,317 

2, 195 

15-19 

185 

78 

79 

95 

643 

243 

1,351 

1,712 

20-24 

216 

84 

89 

89 

640 

383 

1,148 

1,007 

25-34 

217 

78 

98 

171 

1, 153 

821 

2, 163 

1,662 

35-44 

240 

89 

123 

160 

814 

827 

1,  938 

1,913 

45-54 

286 

130 

129 

162 

462 

729 

1,499 

1,287 

65  and  over 

291 

165 

192 

189 

230 

896 

1.  413 

795 

Number  of  disabling 

illnesses,  all  ages 

1,525 

531 

1, 666 

2, 161 

> Per  1,000  persons  for  a 3-month  period. 

> Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7,  1938.  The  interval  for  which  disabling  illnesses  w'ere  reported  by  transients  includes  the  3 months  pre- 
ceding the  date  of  interview. 

8 Persons  constituting  the  sample  described  in  Health  and  Depression  Studies.  See  (8P)  and  {9(f). 

< For  explanation  of  income  range  used,  see  {89). 

• Adjusted  to  age  distribution  of  all  transients  in  family  cases. 

« Excluding  10  of  unknown  age. 


Another  important  differential  of  disabling  illness  seems  to  be  the 
pattern  of  migration.  Students  of  this  subject  believe  that  there 
is  a definite  selection  of  the  more  healthy  for  migration  from  over- 
crowded areas  or  areas  of  economic  distress.  A correlative  is  the 
principle  that  mobility  is  restricted  by  illness.  Data  related  to  this 
principle  are  presented  in  table  41  for  two  types  of  intei’state  trail- 
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sients,  unattached  and  heads  of  families.  Health  migrants,  persons 
who  began  migration  because  of  ill  health  in  themselves  or  members 
of  their  families,  are  not  included.  As  was  pointed  out  in  Part  I, 
health  migrants  cannot  be  expected  to  be  as  mobile,  once  they  have 
reached  their  goal,  as  are  economic  migrants.  The  former,  expecting 
benefit  from  the  salubrious  climate  only  after  a considerable  period 
of  residence,  tend  to  settle  down  for  a stay  of  months  or  years ; while 
the  latter,  usually  seeking  employment,  will  know  after  a relatively 
short  time  whether  or  not  the  goal  lives  up  to  expectations  and,  in 
the  event  of  disappointment,  will  probably  move  on. 


Table  41. — Dimhling  illness  rates  ^ for  heads  of  interstate  transient  families 
and  for  unattached  interstate  transients'  interviewed  in  medical  agencies, 
according  to  time  since  migration  began  and  time  in  State  of  intervieio 


Time  since  migration  began 
and  time  in  State  of  interview 

Family  heads 

Unattached 

Disabling  illness 
rate* 

Number 
of  per- 
sons ob- 
served* 

Number 
of  dis- 
abling 
illnesses 

Disabling  illness 
rate* 

Number 
of  per- 
sons ob- 
served * 

Number 
of  dis- 
abling 
illnesses 

Crude 

Adjust- 
ed ‘ 

Crude 

Adjust- 
ed * 

Less  than  2 years  since  migration 

began-- 

102 

106 

6,958 

711 

177 

179 

1,342 

238 

In  this  State  less  than  1 year. 

97 

100 

6,582 

638 

169 

175 

1,079 

182 

In  this  State  1 year  or  more  . 

194 

194 

376 

73 

213 

182 

263 

56 

2 years  or  more  since  migration 

began 

161 

141 

893 

144 

183 

191 

60 

11 

* Per  1,000  persons  for  a 3-month  period. 

* Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7, 1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  pre- 
ceding the  date  of  interview. 

5 Adjusted  for  sampling  errors  in  agencies,  by  type  of  care  furnished. 

* Adjusted  to  age  distributuion  of  all  unattached  transients. 

s Excluding  29  unattached  transients  and  3 transient  family  heads  for  whom  migration  history  was  un« 
known. 


Ill  table  41,  individuals  are  classified  by  degrees  of  mobility  meas- 
ured in  two  ways,  length  of  time  since  migration  began,  and  length  of 
residence  in  the  State  of  interview.  The  groupings  are  believed  to 
represent  three  degi’ees  of  mobility.  It  will  be  noted  that  for  both 
unattached  individuals  and  family  heads  those  who  have  been  mi- 
grants for  the  longer  period  have  the  higher  rate  of  disability.  That 
this  does  not  indicate  a greater  mobility  of  the  sick  is  shown  by  the 
disabling  illness  rate  of  those  who  have  been  migrants  less  than  2 
years  and  in  the  State  of  interview  more  than  1 year.  The  rate  for 
the  latter  gi-oup  is  higher  than  that  for  persons  in  the  State  less  than 
1 year,  considering  either  the  unattached  or  the  family  heads. 

The  pattern  suggested  by  these  rates  is:  {a)  Migrants  are  relatively 
healthy  at  the  beginning  of  migration;  (&)  illness  strikes  them  more 
frequently  as  the  period  of  migration  increases;  and  (c)  those  suffer- 


70 


ing  most  from  sickness  and  disability  tend  to  settle  down  and  fuse  into 
the  resident  population. 


Table  42. — Disabling  illness  rates  * for  tra/nsients  * interviewed  in  medical  a/nd  in 
nonmedical  agencies,  according  to  family  and  settlement  status 


Disabling  illness  rate  * 

Percent  of 

Family  and  settlement  status 

All  tran- 
sients 

Transients 
interviewed 
in  medical 
agencies 

Transients 
interviewed 
in  nonmedical 
agencies 

total  applica- 
tions made 
to  medical 
agencies 

Unattached  transients: 

Interstate 

138 

926 

115 

6.6 

189 

960 

113 

10.9 

All  family  transients: 

237 

379 

230 

12.1 

204 

360 

167 

20.7 

Informant  in  transient  families: 

200 

656 

182 

12.4 

225 

672 

104 

22.1 

1 Per  1,000  persons  for  a 3-month  period. 

5 Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and 
May  7, 1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months 
preceding  the  date  of  interview. 

3 Adjusted  to  total  age  distribution  of  each  group  and  for  sampling  differences  between  interstate  and 
intrastate  categories  in  medical  agencies. 


It  must  be  remembered  that  the  “transient”  population,  as  it  is 
commonly  spoken  of,  includes  not  only  interstate  transients  but  also 
intrastate  transients  ® and  the  local  homeless.'^  The  sample  of  intra- 
state transients  secured  along  with  the  interstate  transients  makes 
possible  a comparison  of  disability  rates  between  the  two  groups. 
In  table  42  these  are  shown  for  the  totals  and  by  type  of  agency  to 
which  the  interviewed  case  was  applying  for  assistance.  This  latter 
break-down  is  essential  to  a complete  understanding  of  the  rates  since 
it  is  obvious  that  persons  applying  for  medical  care  are  more  likely 
to  have  had  disabling  illness  during  the  3 months  prior  to  interview 
than  are  those  found  applying  only  for  food,  clothing,  or  shelter. 
The  rates  are  presented  for  all  transient  individuals  by  family  attach- 
ment and  for  informants  in  family  cases.  While  the  rates  for  all 
transient  family  persons  are  necessary  for  an  estimation  of  the  illness 
suffered  by  the  whole  group,  the  informant  in  medical  agencies  has 
a rate  so  unique  that  to  fail  to  show  it  separately  would  create  an 
impression  that  is  false. 

It  will  be  noted  that  among  all  unattached  transients  intrastate 
cases  had  a higher  disability  rate  than  did  interstate  cases.  This 
difference  is  supported  by  the  fact  that  10.9  percent  of  all  applica- 
tions made  by  intrastate  transients  were  to  medical  agencies  while 


® Persons  with  legal  settlement  in  some  locality  of  the  State  other  than  that  of  interview. 
’ Persons  with  legal  settlement  in  the  place  of  interview  but  called  “transients”  prin- 
cipally because  they  are  homeless  or  without  families  and  are  most  conveniently  cared  for 
in  the  congregate  type  of  shelter. 
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among  interstate  cases  only  6.6  percent  of  applications  were  thus 
made.  The  difference  between  the  disability  rates  is  believed  to 
indicate  that  in  medical  agencies  the  intrastate  unattached  transient 
appears  relatively  more  frequently  than  in  social  agencies,  and  that 
this,  in  turn,  is  due  to  the  higher  proportion  of  intrastate  unattached 
transients  who  have  very  recently  migrated  to  the  cities  specifically 
for  medical  aid.  In  nonmedical  agencies  interstate  and  intrastate 
unattached  disabling  illness  rates  are  practically  identical. 

The  relationship  shown  between  the  rates  for  interstate  and  intra- 
state unattached  transients  is  changed  in  the  case  of  families.  The 
disabling  illness  rates  of  the  two  family  transient  groups  in  medical 
agencies  are  not  materially  different.  However,  in  nonmedical  agen- 
cies the  interstate  transients  have  rates  sufficiently  in  excess  of  those 
for  intrastate  transients  to  determine  the  relationship  between  the 
rates  for  all  family  transients. 

The  rates  for  informants  in  transient  family  cases  give  still 
another  picture.  There  is  a higher  rate  of  disabling  illness  for 
either  interstate  or  intrastate  informants  than  among  the  correspond- 
ing unattached  whom  they  resemble  in  that  in  each  case  the  person 
concerned  is  the  one  who  is  seeking  the  medical  or  material  aid. 
Among  informants,  those  with  legal  settlement  in  the  State  of  inter- 
view also  had  a higher  disability  rate  than  did  those  without  it. 

It  may  be.  said  that,  exclusive  of  those  applying  to  medical  agen- 
cies, interstate  transient  cases  had  more  disabling  illness  in  the  3- 
month  survey  period  than  did  intrastate  cases.  But  when  one  in- 
cludes those  applying  for  medical  care,  many  of  whom  were  ill  on 
the  day  of  interview,  the  intrastate  group  appears  less  healthy  since 
it  is  made  up,  in  addition  to  persons  who  happened  to  be  in  the 
cities  when  they  became  ill,  of  a greater  proportion  of  persons  who 
came  to  the  cities  because  they  were  ill. 

DISABLING  ILLNESS  BY  DIAGNOSIS  GROUPS 

Table  43  and  figures  2 and  3 show  the  rates  of  disabling  illness,  by 
certain  broad  diagnosis  groups,  for  interstate  transients  and  residents. 
Family  transients  show  consistently  higher  rates  in  all  the  broad 
diagnosis  groups  except  the  one  called  “degenerative,  etc.”  which 
includes  the  majority  of  the  chronic  diseases  such  as  rheumatism, 
malignancies,  tumors,  diabetes  mellitus,  and  pellagra.  These  are 
chronic  conditions,  and  it  is  not  surprising  that  transients  show  fewer 
disabling  illnesses  from  them  than  do  residents.  It  is  extremely  un- 
likely that  persons  with  chronic  conditions,  such  as  might  reasonably 
be  expected  to  recur,  would  be  taken  along  with  the  family  when  mi- 
gration began,  inasmuch  as  most  migration  is  started  to  improve 
the  economic  status  of  the  family.  Persons  not  expected  to  work 
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with  regularity  would  quite  logically  be  left  behind  with  relatives 
or  friends. 

Table  43. — Disahling  illness  rates'^  for  interstate  transients^  and  for  residents* 
of  different  family  attachmeoit,  aceording  to  certain  broad  diagnosis  groups 


Diagnosis  group 

Family 

Unattached 

Transients 

Residents 

Transients 

Residents  * 

Respiratory: 

Crude 

83.7 

62.9 

39.8 

62.9 

Adjusted  • 

65.4 

55. 1 

Epiderhic: 

Crude 

41.4 

17.7 

17.7 

17.7 

Adjusted  * 

22.7 

2.4 

Digestive: 

Crude 

23.0 

10.9 

16.8 

10.9 

Adjusted  * 

9.5 

11.9 

Degenerative,  nervous,  and  rheumatic: 

Crude - 

14.5 

24.6 

14.7 

24.6 

Adjusted  * - 

18.5 

25.8 

Accidents: 

Crude 

12.8 

5.5 

26.0 

5.5 

Adjusted  ® 

4.9 

5.6 

Puerperal; « 

Crude 

25.1 

13.7 

18.4 

13.7 

Adjusted  * 

14.2 

19.6 

All  other: 

Crude 

51.2 

9.2 

27.5 

9.2 

8.8 

7.8 

• Per  1,000  persons  for  a 3-month  period. 

® Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered  by 
the  Transient  Case  Study.  The  Study  extended  over  a O-week  period  between  March  8,  1938,  and  May  7. 
1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  preceding 
the  date  of  interview. 

3 Persons  included  in  the  sample  described  in  Health  and  Depression  Studies.  See  {89)  and  {90). 
'Resident  males  of  same  age  distribution  as  unattached  transients. 

• Adjusted  to  age  distribution  of  total  transient  population  of  group  by  family  attachment. 

• Per  1,000  females. 


DISEASE  GROUPS 

RESPIRATORY 

EPIDEMIC 

PUERPERAL 
(PER  1,000  FEMALES) 

DIGESTIVE 
DEGENERATIVE 
ACCIDENTS 
ALL  OTHER 


DISABLING  ILLNESS  RATE  PER  1,000 
3 - MONTHS  SURVEY  PERIOD 


65.4 

63.7 


22.7 
4 I .4 


14.2 

25.1 


9.5 

23.0 
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Figuke  2. — Rate,  during  a 3-month  period,  of  disabling  illness,  classified  by  broad  diagnosis 
groups,  interstate  family  transients,  and  residents. 
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disease:  groups 


DISABLING  ILLNESS  RATE  PER  1,000 
3 - MONTHS  SURVEY  PERIOD 


RESPIRATORY 


ACCIDENTS 


PUERPERAL 


DIGESTIVE 


DEGENERATIVE 


ALL  OTHER 


5.6 

26.0 


19.6 


(PER  1,000  FEMALES)  '*•'* 
EPIDEMIC 


2.4 
I 7.7 


7.8 

27.5 


‘///////////////////////A 


V/////////y/////777A 


H RESIDENTS^ 

Y///A  UNATTACHED  INTER- 
STATE TRANSIENTS 


Z^//////////////ZFZ^ 


■f^ADJUSTED  TO  AGE  DISTRIBUTION  OF 
UNATTACHED  TRANSIENTS 


Figukb  3. — Rate,  during  a 3-month  period,  of  disabling  illness,  classified  by  broad  diagnosis 
groups,  unattached  transients  and  residents. 


Among  all  age-a(ij  listed  illness  rates  for  defined  diagnosis  groups, 
family  transients  show  the  greatest  proportionate  excess  over  com- 
parable residents  in  the  accident  rate.  Progressively  smaller  differ- 
ences are  shown  in  the  rates  for  digestive,  epidemic,  puerperal,  and 
respiratory  diseases  in  the  order  named. 

It  is  thought  that  the  relatively  high  rate  of  digestive  disease 
among  transients  is  significant.  A description  of  the  conditions 
under  which  many  transient  or  migratory  agricultural  workers  live 
will  be  given  in  Part  V of  this  report.  Many  camps  not  only  have 
unsatisfactory  facilities  for  sewage  disposal  but  lack  even  a w’ater 
supply  that  is  fairly  safe  from  human  fecal  contamination.  A high 
rate  of  digestive  diseases  is  normally  found  among  persons  living 
under  such  conditions. 

The  situation  among  the  unattached  differs  somewhat  from  that 
among  families.  For  epidemic  and  digestive  diseases  and  for  acci- 
dents, transients  continue  to  have  higher  rates.  Significantly,  the 
excess  illness  shown  by  unattached  transients  from  accidents  is  still 
greater  than  that  shown  by  family  transients.  If,  as  stated  above, 
the  excess  of  accidents  among  transients  above  those  experienced  by 
residents  is  due  largely  to  conditions  under  which  the  former  live 
and  travel,  unattached  transients  should  have  a still  higher  rate. 
Whereas  the  majority  of  family  transients  move  by  automobile,  the 
unattached  commonly  travel  on  freight  trains,  a mode  of  travel  most 
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likely  to  result  in  accidents.  The  Accident  Bulletin  of  the  Inter- 
state Commerce  Commission  reports  2,241  “trespassers  on  railways 
injured”  during  the  year  ended  December  31,  1937.® 

It  is  of  interest  to  note  that  the  greatest  disproportion  between 
adjusted  rates  for  unattached  transients  and  residents  is  in  the  case 
of  epidemic  diseases.  The  five  leading  causes  of  disabling  illness  in 
this  diagnostic  group  were : pulmonary  tuberculosis,  local  infections 
(cellulitis,  furuncles,  and  so  forth),  gonorrhea,  syphilis,  and  malaria. 

EXTENT  OF  MEDICAL  CARE  RECEIVED  BY  TRANSIENTS 

It  has  been  shown  that,  in  general,  the  transient,  even  though  he 
suffers  more  disabling  illness  than  the  resident,  is  usually  excluded 
both  by  statutory  provisions  and  in  administrative  practice  from  the 
benefits  of  organized  public  medical  care  for  all  conditions  except 
emergencies.  The  data  in  the  remainder  of  this  section  relate  to  the 
actual  amount  of  medical  care  received  by  transients  for  disabling 
illnesses. 

Inasmuch  as  data  on  residents  are  being  presented  for  comparison, 
it  should  be  noted  that  the  consequences  of  lack  of  early  medical 
care  may  be  more  serious  for  transients  than  for  residents.  When 
it  is  remembered  that  1C.3  percent  of  the  interstate  family  cases  and 
70.6  percent  of  the  interstate  unattached  had  been  in  the  State  less 
than  16  days  when  interviewed,  it  becomes  ap|)arent  that  a consider- 
able proportion  of  all  interstate  transients  are  actually  “homeless,” 
and  consequently  pi’esent  different  medical  problems  fronr  those 
presented  by  residents,  even  for  the  same  illness. 

Living  in  a camp,  jungle,  mission,  and  other  temporary  quarters, 
lacking  even  facilities  for  self-medication  or  continuous  rest  in  a 
comfortable  bed,  a disabled  transient  who  cannot  secure  medical  at- 
tention not  only  is  subjected  to  a much  more  miserable  experience 
than  is  a resident  ill  of  the -same  condition  but  he  is  also  much  more 
likely  to  have  serious  complications.  It  is  apparent,  therefore,  that 
in  order  to  give  a transient  homeless  person  an  opportunity  equal  to 
that  of  a resident  to  recover  from  illness  and  maintain  his  inde- 
pendence and  self-sufficiency,  not  only  is  earlier  admission  to  care 
required,  but  also  a longer  period  under  medical  care  is  necessary 
than  for  the  resident  with  a comparable  illness.  Homeless  indivi- 
duals in  free  hospitals  are  known  to  average  longer  periods  of  hospi- 
talization per  case  than  do  residents  in  similar  hospitals. 

In  the  Transient  Case  Study,  11.3  jiercent  (1,026  persons)  of  the 
unattached  transient  group  and  10.3  percent  (195  persons)  of  heads 


® See  (CS). 


Figure  4. — A transient  family  arrives  at  the  California  border. 


Figure  5. — Crippled  child  of  a transient  agricultural  worker. 
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of  transient  families  were  entitled  as  United  States  veterans  to  medi- 
cal care  and  hospitalization  by  the  Veterans’  Administration.  An 
additional  804  unattached  transients  (8.4  percent  of  the  total)  and  5 
family  heads  were  eligible  for  medical  care  by  the  United  States 
Public  Health  Service  as}  merchant  seamen.  These  gronj>s  bnlk 
large  enough  in  the  transient  popnlation  observed  to  merit  separate 
study. 

Over  half  (57.8  percent)  of  the  disabling  illnesses  of  family  tran- 
sients received  no  medical  attention  at  all,  while  among  residents  the 
proportion  was  only  one-third.  Family  transients  were  able  to 
secure  the  services  of  a ])hysician  ® for  81.2  percent  of  their  disabling 
illnes.ses,  residents  for  52.6  percent.  Hospitalization  occurred  in  11.0 
percent  of  the  illnesses  among  family  transients,  in  14.2  percent 
among  residents.  Residents  were  able,  therefore,  to  secure  at  least 
the  attendance  of  a physician  in  two-thirds  of  all  instances  of  dis- 
abling illness;  family  transients  succeeded  in  only  slightly  over  two- 
fifths  (42.2  percent)  of  such  instances  over  a 3-month  period. 

Among  interstate  family  transients,  duration  of  migration  appears 
to  have  a significant  relationship  to  both  total  amount  of  medi- 
cal service  secured  and  number  of  disabling  illnesses  attended  by 
a physician.  Family  transients  in  the  State  where  interviewed  less 
than  3 months  had  no  service  in  47.9  percent  of  disabling  illnesses, 
attendance  by  a physician  in  87.7  percent,  and  hospitalization  in 
14.4  percent.  Those  in  the  State  8 months  or  more  had  no  service  in 
59.8  percent  of  cases  reported,  physician  only  in  30.3  percent,  and 
hospitalization  in  10.4  percent.  The  discrejumcies  in  favor  of  recent 
arrivals  may  be  due  to  liospitalization  and  physician’s  attendance 
reported  as  occurring  within  the  8-month  survey  period,  but  before 
migration  began. 

Table  44  shows  the  proportion  of  disabling  illnesses  receiving 
specified  services  among  unattached  interstate  transients  and  con- 
trasts that  received  by  special  groups  of  Federal  beneficiaries,  family 
transient  adults,  and  the  resident  poor  of  similar  age  distribution. 

Only  3.6  percent  of  the  disabilities  reported  for  merchant  seamen 
were  unattended  by  a physician.  Contrast  this  with  17.0  percent  for 
veterans,  83.8  percent  for  other  unattached,  and  58.0  percent  for 
family  adults.  That  seamen  and  veterans  should  receive  medical  care 
for  a higher  proportion  of  their  disabilities  than  do  others  in  general  is 
to  be  expected  since  rather  extensive  medical  services  are  provided 
for  them  by  the  Federal  Government. 


* “Services  of  a physician”  or  “physician’s  attendance”  is  used  to  mean  such  service 
alone,  exclusive  of  hospitalization. 
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Table  44. — Percentage  of  all  disahling  illnesses  experienced  ly  interstate  tran- 
sients^ and  residents^  for  a S-month  period  receiving  specified  service,  accord- 
ing to  class  of  individual  disabled 


Classification  of  individuals  disabled 

No  service 

Physician’s 

attendance 

Hospital- 

ization 

28.8 

37.7 

33.6 

17.0 

32.8 

50.2 

3.6 

56.1 

40.3 

33.8 

37.9 

28.3 

53.0 

33.3 

13.7 

(') 

(‘) 

19.3 

> Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7,  1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  pre- 
ceding the  date  of  interview. 

2 Persons  included  in  the  sample  described  in  Health  and  Depression  Studies.  See  (89)  and  (90). 

3 Beneficiaries  of  Federal  hospitals. 

* 15  years  of  age  and  over. 

« Not  available  by  age. 

That  merchant  seamen  seem  to  have  fared  better  in  total  medical 
care  than  did  veterans  is  probably  due  to  the  fact  that  seamen  be- 
come migrants  in  the  course  of  their  occupation  and  that  marine 
hospitals  or  medical  relief  stations  for  seamen  are  located  in  most 
of  the  cities  which  seamen  frequent  in  anjr  considerable  numbers. 
Of  the  seamen  interviewed,  85  percent  Avere  in  cities  having  marine 
liospitals  or  other  relief  stations.  Among  veterans  the  case  is  quite 
different.  Eligibility  for  Federal  medical  care  as  a veteran  is  based 
on  past  service,  and  present  migrations,  chiefly  for  the  purpose  of 
finding  work,  have  no  significant  relationship  to  location  of  Veterans’ 
Administration  facilities. 

The  relation  shoAvn  between  disabilities  of  seamen  and  veterans 
in  the  total  of  medical  attendance  is  not  true  for  hospitalization,  half 
the  disabilities  of  veterans  having  been  hospitalized  as  compared  to 
two-fifths  of  those  of  seamen. 

The  real  test  of  the  relative  amount  of  service  received  by  un- 
attached transients  for  reported  disabilities  lies  in  the  findings  for 
unattached  persons  not  eligible  for  Federal  hospitalization  and  clas- 
sified in  table  44  as  “others.”  Compared  with  family  transient  adults 
these  unattached  individuals  have  a considerably  smaller  proportion 
of  disabling  illnesses  unattended  by  a physician,  a slightly  larger 
percentage  seen  by  a physician  but  not  hospitalized,  and  a greater 
percentage  hospitalized.  It  is  also  seen  that  these  “other”  unattached 
transients  receive  more  hospitalization  per  reported  disabling  illness 
than  do  resident  adults.  Although  this  is  an  apparent  contradiction 
to  statements  previously  made  in  discussing  availability  of  medical 
care  to  transients,  its  significance  is  explained  by  the  fact  that  most 
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liospitals  and  clinics  do  accept  transients  for  “emergency  conditions.” 
It  would  be  very  difficult  to  define  the  term  in  accordance  with  prac- 
tice of  the  various  hospitals  and  clinics  but,  in  general,  “emergency 
conditions”  is  accepted  to  mean  “any  condition  which  demands  im- 
mediate medical  attention  to  prevent  death,  undue  suffering,  or 
permanent  injury  to  the  patient.”  If  the  proportion  of  such  con- 
ditions to  all  disabling  illnesses  reported  were  known  for  transients 
and  residents,  it  is  believed  the  explanation  for  the  high  rate  of 
hospitalization  would  be  at  hand.  Unfortunately,  reported  diag- 
noses cannot  be  classified  as  emergency  or  nonemergency  without  all 
the  other  data  for  the  case.  For  example,  an  acute  attack  of  ap- 
pendicitis requiring  an  emergency  operation  and  a mild  attack  of 
chronic  appendicitis  preventing  a child  from  attending  school  for 
only  1 day  will  both  be  reported  2 months  later  as  “appendicitis”  with 
no  further  details. 

The  proportion  of  accidents  among  all  disabling  illnesses  gives 
some  indication  of  a higher  proportion  of  emergencies  in  the  un- 
attached transients.  Of  all  disabling  illnesses  the  percentages  due 
to  accidents  and  external  violence  are  among  unattached  interstate 
transients,  18.2  percent,  family  interstate  transients,  5.4  percent,  and 
residents,  4.0  percent.  Since  it  is  known  that  a high  proportion  of 
disabilities  from  accidents  are  emergency  conditions,  these  differ- 
ences may  well  explain  some  of  the  excess  hospitalization  received 
by  the  unattached. 

Another  reason  for  the  apparent  excess  of  hospitalization  for  the 
unattached  may  lie  in  the  fact  that  these  persons  require  “in-patient” 
treatment  for  relatively  less  serious  disabilities  than  do  either  adult 
family  transients  or  adult  residents.  Without  relatives  or  a home, 
the  unattached  should  be  hospitalized  for  any  condition  in  which 
travel  is  impossible  or  contraindicated. 

Table  45  shows  the  volume  of  hospital  service  received  by  the 
several  classes  of  interstate  transients  and  residents.  Unattached 
interstate  transients  eligible  for  hospitalization  by  the  Veterans’ 
Administration  led  all  others  in  volume  of  service  received,  with 
merchant  seamen  ranking  second.  Of  all  the  groups,  family  tran- 
sients received  the  least  hospitalization  on  the  basis  either  of  the 
number  of  persons  or  number  of  disabling  illnesses.  Again  un- 
attached transients  not  eligible  for  Federal  hospitalization  as  vet- 
erans or  merchant  seamen  present  a unique  picture.  While  they 
receive  less  hospitalization  per  person  than  the  resident  poor,  they 
receive  more  days  of  hospitalization  per  disabling  illness. 
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Table  45. — Days  of  hospital  care  per  1,000  persons  and,  per  1,000  disaWmg  ill- 
nesses received  by  interstate  transients^  and  residents'^  during  a S-month 
period,  according  to  class  of  individual  hospitalized 


Classification  of  individuals  hospitalized 


Days  of  hospital  care 


Per  1,000  per- 
sons 


Per  1,000  dis- 
abling illnesses 


Unattached  transients.. 

Veterans  s... 

Merchant  seamen  3. 

Others 

Family  transients 

“Poor”  residents 


1,060 

8,246 

5,042 

22, 852 

2,630 

8,247 

490 

4, 454 

362 

1,515 

575 

3,710 

1 Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7,  1938.  The  interval  for  which  disabling  iilnesses  were  reported  by  transients  includes  the  3 months  pre- 
ceding the  date  of  interview. 

2 Persons  included  in  the  sample  described  in  Health  and  Depression  Studies.  See  (89)  and  (90), 

3 Beneficiaries  of  Federal  hospitals. 


The  })roblem  of  the  amount  of  medical  care  and  hospitalization 
received  by  transients  has  been  studied  from  the  viewpoint  of  the 
record  of  physician’s  attendance  and  hospitalization  for  disabling  ill- 
nesses occurring  during  a 3-month  survey  period.  An  equally  en- 
lightening approach  to  the  subject  of  hospitalization  of  transients 
is  a study  of  transients  who  a])])ly  for  admission  as  bed  patients  at 
a large  charity  hospital.  Louisville  (Ky.)  City  Hospital  was  chosen 
for  this  study  principally  because  of  availability  of  records.^® 

The  records  of  nonresident  applicants  for  32  months,  September 
1935  to  April  1938,  totaling  1,444  cases,  are  summarized  in  table  46 
to  show  age,  sex,  and  race  characteristics  of  applicants  by  State  of 
residence.^^  More  than  half  the  applicants  of  all  ages  were  found  to 
have  residence  in  Kentucky  outside  of  Louisville.  Three-fourths  of 
the  total  group  were  white,  and  there  was  an  almost  equal  division 
between  the  sexes.  As  would  be  expected,  there  was  a slightly  higher 
proportion  of  individuals  25-44  j^ears  of  age  (the  period  during 
which  travel  on  business  or  for  medical  care  is  most  easily  done) 
among  nonresidents  of  the  State  than  among  Kentuckians,  and 
correspondingly  lower  proportions  of  those  younger  and  older. 


3®  See  Introduction. 

Those  not  having  residence  in  Louisville  were  assigned  to  present  or  last  State  of 
residence,  and  county  of  residence  if  in  Kentucky. 
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Table  46. — Distribution  of  nonresident  applicants  for  in-patient  care  at 

Louisville  (Ky.)  City  Hospital,  September  1935-April  J938,  of  different  resi- 
dence, race,  and  sex,  according  to  age  of  applicant 


Age  group 

All  ap- 
plicants 

Residence 

Race 

Sex 

Kentucky 

Other 

White 

Colored 

Male 

Female 

Number 

Total 

1 1, 444 

823 

621 

1,082 

362 

694 

750 

Under  5 

94 

57 

37 

82 

12 

52 

42 

5-9- 

40 

24 

16 

33 

7 

22 

18 

10-14 

62 

36 

26 

46 

16 

26 

36 

15-19 

225 

143 

82 

169 

56 

61 

164 

20-24 

262 

142 

120 

203 

59 

99 

163 

25-34 

313 

164 

149 

220 

93 

153 

160 

35-44 

194 

95 

99 

141 

53 

113 

81 

45-54 

110 

68 

42 

78 

32 

68 

42 

65  and  over 

144 

94 

50 

110 

34 

100 

44 

Percent 

Total 

100.0 

57.0 

43.0 

74.9 

25.1 

48.1 

51.9 

Under  5 

6.5 

3.9 

2.6 

5.7 

.8 

3.6 

2.9 

5-9- 

2.8 

1.7 

1.1 

2.3 

.5 

1.5 

1.2 

10-14- 

4.3 

2.5 

1.8 

3.2 

1. 1 

1.8 

2.5 

15-19 

15.6 

9.9 

5.7 

11.7 

3.9 

4.2 

11.4 

20-24 

18.1 

9.8 

8.3 

14.0 

4. 1 

6.8 

11.3 

25-34 

21.7 

11.4 

10.3 

15.2 

6.5 

10.6 

11.1 

35-44 

13.4 

6.6 

6.8 

9.8 

3.6 

7.8 

5.6 

45-54 

7.6 

4.7 

2.9 

5.4 

2.2 

4.7 

2.9 

65  and  over 

10.0 

6.5 

3.5 

7.6 

2.4 

6.9 

3.1 

* Excluding  44  of  unknown  age. 


The  greatest  age  differential  was  found  between  males  and  females. 
Although  there  were  fewer  females  under  the  age  of  10,  there  was  a 
great  excess  of  females  over  males  in  the  ages  from  15  to  24.  The 
reason  for  this  will  be  discussed  in  connection  with  diagnoses. 

The  Department  of  Admissions  of  this  hospital,  if  it  refuses  ad- 
mission to  nonresidents,  makes  every  effort  to  secure  adequate  medical 
care  for  each  person  applying.  Sometimes  the  patient  is  able  to  pay 
all  or  part  of  the  cost  of  needed  hospitalization  in  another  institution. 
At  times  private  hospitals  will  take  charity  patients  referred  from 
Louisville  City  Hospital  and,  at  other  times,  arrangements  for  medical 
attention  can  be  made  through  the  local  official  and  nonofficial  health 
agencies.  If  it  appears  that  hospitalization  is  not  imperative,  the 
Department  may  refer  the  patient  to  any  one  of  a panel  of  physicians 
from  the  Jefferson  County  (Louisville  City)  Medical  Association. 
It  is  important  to  note  that  in  most  of  the  referrals  the  Department 
makes  definite  appointments  for  the  patient  with  other  hospitals  or 
private  physicians. 

Table  47  shows  the  immediate  disposition  of  the  1,488  cases  in- 
cluded in  this  Study.  It  is  interesting  to  note  that,  in  addition  to 
the  650  persons  hospitalized  in  Louisville  City  Hospital,  arrange- 
ments for  admission  to  other  hospitals  were  made  for  another  173 
cases.  Thus,  a total  of  823,  or  55.3  percent  of  all  applicants,  are 
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known  to  have  been  hospitalized  immediately.  Forty-one  percent 
show  no  record  of  hospitalization  or  medical  attention  after  being 
refused  admission  to  Louisville  City  Hospital. 


Table  47. — Distribution  of  l,J/88  nonresident  applicants  for  in-patient  care  at 
Louisville  {KV.)  City  Hospital,  September  19So-April  1938,  according  to 
immediate  disposition  of  applicant 


Disposition  of  applicant 

Number 

Percent 

1,488 

650 

100.0 

43.7 

173 

11.6 

53 

3.6 

612 

41.1 

Table  48  shows  the  number  of  applications  and  disposition  of  appli- 
cants by  geographical  divisions  of  place  of  residence.  For  purposes 
of  analysis,  Kentucky  outside  Louisville  has  been  divided  into  tiers 
of  counties  by  contiguity  as  follows : Jefferson  County,  in  which  Louis- 
ville lies,  is  designated  “Tier  1”;  all  counties  touching  Jefferson 
County  are  called  “Tier  2” ; counties  touching  those  in  Tier  2,  except 
Jefferson,  are  called  “Tier  3”,  and  so  on  through  “Tier  5” ; all  other 
counties  of  the  State  are  designated  as  “Tier  6”.  This  method  of 
classification  is  neither  an  exact  measure  of  distance  from  Louisville 
nor  an  equal  division  of  population,  but  it  isLelieved  to  be  a satisfactory 
index  for  the  purpose  of  this  analysis.^^ 

It  has  already  been  noted  that  almost  three-fifths  of  all  applicants 
had  residence  in  Kentucky.  In  the  terminology  used  in  this  Study, 
these  will  be  called  intrastate  transients  and  those  with  residence  out 
of  the  State,  interstate  transients.  It  will  be  seen  that  among  intra- 
state transients,  the  largest  percentage  came  from  Tier  3,  in  spite  of 
the  fact  that  Tier  4 had  almost  twice  the  population.  The  counties 
in  Tier  3 are  roughly  50  miles  from  Louisville. 

Perhaps  a better  index  of  the  load  in  Louisville  City  Hospital  by 
place  of  residence  in  Kentucky  is  the  number  of  applicants  in  relation 
to  the  population  of  the  tiers  of  counties,  respectively.  It  will  be  seen 
that  with  the  exception  of  Tier  1,  which  is  the  county  in  which  Louis- 
ville lies,  the  number  of  applicants  in  relation  to  population  decreases 
as  the  distance  from  Louisville  increases.  The  numbers  of  accepted 
cases  in  relation  to  population  show  the  same  relation  by  tiers  of  coun- 
ties except  that,  whereas  Tier  1 furnished  only  a few  less  applicants 
per  10,000  population  than  did  Tiers  2 and  3,  it  furnished  a much 
smaller  number  of  accepted  cases  in  relation  to  population  than  did 
Tiers  2,  3,  or  4,  and  is  only  slightly  higher  than  the  average  for  the 
State. 


The  number  of  counties  in  each  tier  is  as  follows : Tier  1,  1 ; Tier  2,  4 ; Tier  3,  6 ; 
Tier  4,  12  ; Tier  5,  17  ; and  Tier  6,  80. 
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Table  48. — Distribution  of  l,Jf88  nonresident  applicants  and  of  650  accepted 
cases  for  in-patient  care  at  Louisville  (Ky.)  City  Hospital,  September  1935- 
April  1938,  according  to  place  of  residence 


Applicants 

Accepted  cases 

PJace  of  residence 

Population 

1930 

Number 

Percent 
of  total 

Per  10,000 
popula- 
tion 1930 

Number 

Percent 
of  appli- 
cants 

Per  10,000 
popula- 
tion 1930 

Total  1 

1,488 

851 

100.0 

650 

43.7 

Kentucky  ' 

2, 306, 844 
47, 605 

57.2 

3.7 

345 

40.5 

1.5 

Tier  i * 

93 

6.2 

19.5 

8 

8.6 

1.7 

Tier  2 

40, 655 
84, 934 

108 

7.3 

26.6 

54 

50.0 

13.3 

Tier  3 

202 

13.6 

23.8 

89 

44.0 

10.5 

Tier  4 

154,  566 

160 

10.8 

10.4 

67 

41.9 

4.3 

Tier  5 

286, 173 

100 

3.5 

44 

44.0 

1.5 

Tier  6 

1,693,011 

188 

12.6 

1.1 

83 

44.1 

.5 

Outside  of  Kentucky 

637 

42.8 

305 

47.9 

> Excluding  Louisville, 

* All  the  area  of  Kentucky  was  arbitrarily  divided  into  mutually  exclusive  tiers  of  counties,  as  follows: 
Tier  1 includes  all  of  Jefferson  County  except  Louisville;  Tier  2 includes  the  Kentucky  counties  that  touch 
Jefferson  County;  Tier  includes  the  Kentucky  counties  that  touch  Tier  2;  Tier  4 includes  the  Kentucky 
counties  that  touch  Tier  3;  Tier  5 includes  the  Kentucky  counties  that  touch  Tier  4;  Tier  6 includes  all  other 
Kentucky  counties. 

The  reason  for  these  exceptions  in  the  case  of  Jefferson  County 
probably  lies  in  the  disposition  of  cases  rejected  and  in  the  availability 
of  other  resources.  The  City  Hospital  is  forced  to  take  certain  types 
of  cases  if  no  other  provision  can  be  made  for  them.  Cases  diagnosed 
as,  or  suspected  of  being,  quarantinable  diseases  or  frank  psychoses 
are  accepted  ipso  facto.  Similarly,  nonresident  applicants  with  emer- 
gency conditions  are  admitted  to  the  hospital  if  refusing  admission 
might  endanger  the  life  of  the  person,  increase  the  probability  of  per- 
manent disability,  or  unduly  prolong  his  suffering.  The  dispropor- 
tion in  the  percentage  of  applicants  accepted  from  Tier  1 as  compared 
with  applicants  from  the  rest  of  Kentucky  probably  occurs  in  this 
latter  category  of  cases.  The  fiscal  authorities  and  public  agencies 
that  administer  free  medical  care  to  residents  of  Jefferson  County  are 
located  in  Louisville  and  consequently  can  be  easily  reached.  Indigent 
residents  of  this  county,  if  they  require  immediate  hospitalization  and 
appear  at  Louisville  City  Hospital,  may  be  referred  to  the  proper  au- 
thorities and  provision  made  for  admission  to  private  institutions  in 
a relatively  short  time.  This  cannot  be  done  so  easily  for  patients 
from  other  counties,  partly  because  of  the  relatively  greater  distance 
involved.  Louisville  City  Hospital  must  accept  these  cases. 

Forty  percent  of  the  intrastate  transients  and  almost  48  percent  of 
the  interstate  transients  were  accepted.  That  the  latter  fared  slightly 
better  may  again  be  due  to  the  relatively  greater  distance  to  proper 
and  responsible  authorities. 

Table  49  shows  the  number  of  nonresident  applicants  at  this  hos- 
pital and  the  number  hospitalized  there  and  at  other  hospitals  by 
broad  diagnosis  groups  in  order  of  descending  frequency  of  occurrence. 
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Conditions  resulting  from  accidents  and  violence  were  more  numerous 
than  any  other  diagnosis  group,  with  puerperal  conditions  ranking 
next.  It  is  of  interest  to  note  that  of  the  214  puerperal  conditions,  170 
were  pregnancies  at  term  and  44  were  complications  of  the  puerperal 
state. 


Table  49. — Distrihution  of  828  hospitalized  and  665  nonhospitalized  applicants 
for  in-patient  care  at  Louisville  (Ky.)  City  Hospital,  September  1985-April 
1938,  according  to  provisional  diagnosis  group 


Diagnosis  group 

All  ap- 
plicants 

Total 

nospitalize 

In  Louis- 
ville City 
Hospital 

d 

In  other 
hospitals 

Nonhos- 

pitalized 

Number 

Total 

1, 488 

823 

650 

173 

665 

Conditions  resulting  from  accidents 

269 

205 

162 

43 

64 

Puerperal 

214 

123 

106 

17 

91 

Respiratory 

168 

62 

57 

5 

106 

Digestive - 

144 

73 

49 

24 

71 

Communicable - 

134 

96 

92 

4 

38 

Ceneral 

108 

34 

26 

8 

74 

Other  and  ill-defined 

102 

52 

33 

19 

SO 

Nonvenereal,  genital 

83 

30 

16 

14 

53 

Circulatory. 

76 

49 

40 

9 

27 

Nervous - 

68 

34 

30 

4 

24 

Skin  and  cellular 

39 

18 

9 

9 

21 

Urinary 

37 

24 

16 

8 

13 

Eyes 

19 

10 

7 

3 

9 

Ears — mastoid 

15 

7 

4 

3 

8 

Congenital  malformations 

11 

3 

1 

2 

8 

Orthopedic 

6 

1 

0 

1 

5 

Impairments 

5 

2 

2 

0 

3 

Percent 

Total 

100.0 

65.3 

43.7 

11.6 

44.7 

Conditions  resulting  from  accidents 

100.0 

76.2 

60.2 

16.0 

23.8 

Puerperal 

100.0 

57.5 

49.5 

8.0 

42.5 

Respiratory 

100.0 

37.0 

34.0 

3.0 

63.0 

Digestive 

100.0 

50.7 

34.0 

16.7 

49.3 

Communicable 

100.0 

71.6 

68.6 

3.0 

28.4 

■General 

100.0 

31.5 

24. 1 

7.4 

68.5 

Other  and  ill-defined 

100.0 

51.0 

32.4 

18.6 

49.0 

Nonvenereal,  genital. 

100.0 

36. 1 

19.3 

16.8 

63.9 

Circulatory.. 

100.0 

64.5 

52.7 

11.8 

35.5 

Nervous. 

100.0 

58.6 

51.7 

6.9 

41.4 

Skin  and  cellular 

100.0 

46.2 

23.1 

23.1 

53.8 

Urinary.. 

100.0 

64.9 

43.3 

21.6 

35.1 

Eyes 

100.0 

52.6 

36.8 

15.8 

47.4 

E ars— mastoid 

100.0 

46.7 

26.7 

20.0 

53.3 

Congenital  malformations 

100.0 

27.3 

9.1 

18.2 

72.7 

Orthopedic 

100.0 

16.7 

0 

16.7 

83.3 

Impairments 

100.0 

40.0 

40.0 

0 

60.0 

The  data  on  percentage  of  all  patients  hospitalized  by  diagnosis 
groups  give  an  indication  of  the  types  of  conditions  for  which  tran- 
sient patients  are  accepted  in  this  hospital.  This  is  shown  graphically 
in  figure  6.  As  in  total  number  of  applicants,  accidents  lead  all  other 
diagnosis  groups  in  percentage  of  hospitalization.  However,  commu- 
nicable diseases  rank  second  in  percentage  of  hospitalization  as  coin- 
l^ared  to  a rank  of  fifth  in  total  number  of  cases. 
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DISEASE  CROUPS  PERCENT  RCCElVING  IMMEOIATC  HOSPiTALIiATiON 

0 10  20  SO  40  SO  60  70  60 

T ^ r I 1 I I 

CONDITIONS  RCSULTING  FBOM  ACCIDENTS  7 6.2 

communicable  7 1.6 

URINARY  64.9 

CIRCULATORY  64.5 

NERVOUS  58.6 

PUERPERAL  57.5 

ALL  DISEASES  55.3 

EYE  52.6 

OTHER  AND  ILL-DEFINED  51.0 

DIGESTIVE  50.7 

EAR  AND  MASTOID  46.7 

SKIN  AND  CELLULAR  46.2 

IMPAIRMENTS  40.0 

RESPIRATORY  37.0 

NON-VCNEREAL  genital  36.1 

GENERAL  31.5 

CONGENITAL  MALFORMATIONS  27.3 

ORTHOPEDIC  16.7 

1 1 1 1 1 1 1 1 — 

Figukk  6. — Percentage  of  nonresident  applicants  for  in-i>atient  care  receiving  hospitaliza- 
tion, by  disease  groups,  Louisville  City  Hospital,  September  1935-April  1938. 

Although  it  was  not  possible,  from  the  recorded  provisional  diag- 
nosis, to  separate  the  cases  into  emergency  and  nonemergency  cate- 
gories, some  of  the  diagnosis  groups  obviously  contain  a relatively 
high  proportion  of  emergency  conditions,  and  it  is  probably  for  these 
that  hospitalization  is  secured. 

The  1,488  transients  included  in  this  stud}^  from  Louisville  City 
Hospital  records  are  probably  not  typical  of  transient  applicants  for 
in-patient  care  at  hospitals  in  all  parts  of  the  country  in  three  respects. 
First,  the  transient  iiroblem  in  Louisville  is  relatively  small  in  volume 
as 'jCompared  to  that  in  cities  of  comparable  size  in  the  Southwest. 
Second,  whereas  the  majority  of  the  Louisville  transients  studied  were 
intrastate,  in  only  two  of  the  Transient  Case  Study  cities  did  the  num- 
ber of  intrastate  applicants  to  medical  agencies  exceed  the  number  of 
similar  interstate  transient  applicants,  while  for  the  total  in  20  cities 
only  14.3  percent  of  the  applications  to  medical  agencies  were  made  by 
individuals  with  legal  settlement  in  the  State  of  application.  Thirds 
the  Louisville  transients  had  been  judged  by  stall  physicians  of  the 
hospital  to  be  in  need  of  hospitalization,  whereas  transients  found 
applying  for  hospitalization  during  the  Transient  Case  Study  had  not 
at  the  time  of  interview  been  seen  by  a physician  of  the  hospital  staff. 

In  other  respects,  however,  the  two  groups  are  believed  to  be  similar. 
Each  is  made  up  of  sick  and  needy  individuals  who  are  the  object  of 
certain  discriminatory  practices  set  up  by  communities.  While  the 
individuals  may  differ  as  noted  above,  these  factors  are  not  involved 
in  the  decision  as  to  whether  a transient  needing  hospitalization  shall 
be  admitted  to  any  particular  hosj)ital,  and  it  is  believed  that  the  anal- 
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j^sis  of  admission  records  of  this  hospital  gives  a good  indication  of 
procedure  in  use  in  the  entire  country. 

MEDICAL  SERVICElB  OPERAND  SPECIFICALLY  FOR  TRANSIENTS 

A discussion  of  medical  care  received  by  transients  is  not  complete 
without  some  mention  of  programs  of  medical  care  operated  specifi- 
cally for  transients.  In  Parts  II  and  III  the  laws  and  administrative 
policies  have  been  discussed,  analysis  of  the  latter  being  based  on  data 
from  agencies  in  the  20  cities  included  in  the  Transient  Case  Study. 
At  this  point  a few  of  the  plans  being  followed  in  administering  medi- 
cal care  to  transients  in  various  parts  of  the  country  will  be  described 
very  briefly. 

The  most  common  type  of  “medical  care”  provided  for  transients  is 
an  examination  (more  properly,  a medical  inspection)  given  prior  to 
and  in  conjunction  with  admission  to  municipal  congregate  shelters  or 
governmental  camps.  Such  ])rocedures  as  are  found  in  a number  of 
cities  are  not  in  reality  medical  care  but  principally  an  attempt  to  iso- 
late persons  suffering  from  easily  recognizable  communicable  diseases. 
If  serious  conditions  are  found,  the  patients  are  usually  sent  to  a public 
hospital,  if  one  is  available,  A description  of  such  facilities  furnished 
by  a “Committee  on  the  Health  Problem  of  Transients”  in  one  large 
city  is  quoted  in  full  below.  It  illustrates  admirably  this  type  of 
medical  facility. 

Contact  with  the  unattached  transient  male  is  established  when  he  applies 
for  relief  or  shelter.  He  is  sheltered  for  no  more  than  24  hours  after  which  he 
must  move  on.  No  money  is  provided  for  transportation.  The  inspection  which 
he  receives  at  the  Shelter  Clinic  is  not  a complete  medical  or  idiysical  examina- 
tion, hut  is  sufficient  to  indicate  infectious  conditions.  A nose  and  throat  exami- 
nation is  included.  The  Shelter  Clinic  attempts  to  protect  the  community  from 
infectious  diseases  by  discovering  and  isolating  them,  but  about  all  it  is  able  to 
do  for  the  individual  himself  is  to  give  him  such  treatment  as  to  prevent  his 
becoming  acutely  ill  while  in  Cincinnati.  Acutely  ill  transients  are  sent  to  the 
General  Hospital.  INIen  who  are  subacutely  ill  and  wdio  need  infirmary  care 
receive  bed  rest  at  the  Shelter’s  Infirmary  until  they  ai'e  able  to  travel.  Those 
who  need  clinic  care  but  not  bed  rest  receive  it  in  the  Shelter’s  Clinic.  All 
treatments  are  given  only  for  the  period  necessary  during  the  transient’s  stay. 
For  example,  transients  suffering  from  acute  gonorrhea,  the  most  frequent  condi- 
tion requiring  medical  care,  are  given  one  treatment  and  sent  on  their  way 
elsewhere.  In  1938  the  Clinic  reported  539  acute  gonorrheal  infections  and  9 
chronic  cases  among  transients.  Syphilis  is  treated  in  the  same  manner,  but  at 
the  Health  Center,  through  Federal  funds.  Tuberculous  patients  not  requiring 
immediate  hospitalization  are  isolated  overnight  before  moving  on.  No  medical 
care  for  transients,  with  cure  or  correction  as  its  object,  is  attempted  or  can  be 
with  present  facilities.  In  addition,  it  is  believed  that  medical  care  with  cure  or 
correction  as  a purpose  would  create  an  attraction  and  would  increase  the  prob- 
lem of  transiency,  unless  facilities  were  available  on  a nation-wide  basis.  Simi- 
larly, no  immunization  is  attempted  against  any  diseases. 
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It  may  be  said  that  Cincinnati,  through  its  hospital  facilities  for  emergent  and 
acute  cases,  its  treatment  of  venereal  disease  at  the  Health  Center,  its  Shelter 
Infirmary  providing  bed  rest  and  isolation  to  the  subacutely  ill,  and  its  Shelter 
Clinic  providing  overnight  medical  treatment  and  advice,  is  furnishing  more  pro- 
tection to  the  health  of  the  community  and  the  transient  than  is  to  be  found 
in  most  large  cities.'® 

Needless  to  say,  these  facilities  and  the  service  they  render  cannot 
be  considered  complete  medical  care.  While  undoubtedly  they  serve 
a very  useful  purpose  in  the  isolation  of  transients  with  infectious 
disease  and  even  in  supplying  a modicum  of  medical  attention,  it 
is  not  believed  that  they  were  planned  to  supply  anything  but  the 
most  meager  sort  of  medical  care. 

In  some  cities,  ‘‘‘clinics”  are  established  to  which  all  transients  who 
request  publiq  assistance  are  sent,  regardless  of  whether  they  think 
they  need  medical  attention  or  not.  Here  an  examination  or  inspec- 
tion is  conducted  for  about  the  same  purposes  as  those  connected  with 
the  shelter  described  above.  In  a few  communities  a card  from  such 
a clinic  is  a prerequisite  to  any  kind  of  public  assistance. 

In  a very  few  States  intrastate  transients  fare  better,  at  least 
theoretically,  as  a result  of  the  fact  that  those  States  maintain  general 
charity  hospitals.  Any  resident  of  those  States  is  entitled  to  com- 
plete medical  care  in  his  own  State  when  it  is  proved  that  he  is 
needy. 

The  largest  organization  formed  specifically  for  the  purpose  of 
supplying  emergency  medical  care  to  transients  is  a Federally  sup- 
ported organization  called  the  Agricultural  Workers  Health  and  Medi- 
cal Association,  operating  in  the  Southwest.  This  is  an  inde]:>endent 
corporation,  organized  in  May  1938,  with  a Board  of  Directors  con- 
sisting of  four  officials  of  the  Farm  Security  Administration,  and 
three  physicians,  one  representing  the  California  Belief  Administra- 
tion, another  representing  the  California  State  Board  of  Health,  and 
the  third  representing  the  California  State  Medical  Association.^^ 
Since  the  inception  of  this  program  it  has  been  expanded  to  include 
beneficiaries  of  the  Farm  Security  Administration  in  Arizona. 
Grants  to  the  corporation  are  made  by  the  Farm  Security  Admin- 
istration.^® Oi^ly  emergency  medical  care  is  furnished  by  this  Associa- 
tion and  then  only  migratory  agricultural  workers  who  have  been 
in  California  less  than  1 year  are  eligible.  During  the  summer  of 
1938  the  Association  handled  about  4,000  cases  a month  through  10 
offices  at  a cost  of  $20  to  $30  per  person  per  year.  During  1938  the 
Association  handled  approximately  15,000  patients  through  18  offices 
in  California  and  Arizona  at  an  expense  of  $400,000,  or  an  average 
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cost  of  $26.67  })er  patient  per  year.  About  10  percent  of  the  total 
was  charged  to  administration.^® 

Tlie  method  of  handling  cases  is  as  follows:  Any  eligible  person 
desiring  medical  care  a}>plies  to  the  nearest  Association  office.  He  is- 
then  referred  to  any  physician  he  may  select  from  a panel  of  local 
doctors.  The  j^hysicians  submit  their  bills  directly  to  the  Associa- 
tion, which  audits  them  to  make  sure  the  charges  are  reasonable.^’^ 
This  organization  is  supi)lying  a service  vitally  needed  by  migratory 
agricultural  workers  and  has  done  much  to  relieve  the  deplorable 
conditions  existing  among  these  people  because  of  lack  of  medical 
care. 

One  large  clinic  is  operated  by  the  Federal  Government.  Any  indi- 
gent citizen  of  the  United  States  with  infectious  venereal  disease, 
regardless  of  residence  status,  is  entitled  to  treatment  for  the  con- 
dition at  the  Venereal  Disease  Medical  Center,  Hot  Springs  National 
Park,  Ark.,  which  is  operated  by  the  United  States  Public  Health 
Service  in  cooperation  with  the  National  Park  Service.  The  Medical 
Center  is  divided  into  two  parts,  an  out-patient  clinic  and  an  infir- 
mary operated  for  patients  who  are  totally  indigent.  The  out-patient 
clinic  was  organized  in  1921.  The  infirmary  was  turned  over  to  the 
Public  Health  Service  in  1937,  having  formerly  been  a camp  of  the 
Transient  Division  of  the  Federal  Emergency  Relief  Administration. 

During  the  fiscal  year  1938,  6,486  indigent  persons  were  treated  at 
the  Center.^®  Applicants  came  from  every  State  except  New  Hamp- 
shire and  Vermont  and  received  108,337  treatments.  During  the  year 
2,231  indigent  persons  were  afforded  infirmary  care  at  the  Medical 
Center.  Nine  hundred  and  five  persons  were  given  hospitalization 
for  certain  complications  of  venereal  disease  or  for  serious  reactions 
from  treatment.  Twenty-two  infants  were  delivered  from  syphilitic 
mothers.  Only  one  infant,  whose  mother  registered  at  the  Center  2 
weeks  before  the  child  was  born,  showed  evidence  of  prenatal  syphilis. 

The  majority  of  medical  services  operated  specifically  for  transients 
meet,  in  some  measure,  at  least  the  emergency  medical  needs  of  this 
group  of  persons.  The  most  unfortunate  aspect  of  this  form  of  public 
assistance,  other  than  its  frequent  inadequacy,  is  that  the  service  is 
supplied  to  “indigents  with  venereal  disease,”  “migratory  agricultural 
workers,”  “transients,”  “nonresidents,”  or  to  some  other  special  group 
of  beneficiaries.  Programs  with  such  restrictions  cannot  be  expected 
to  erase  the  differentials  between  the  adequacy  of  service  received  by 
residents  and  transients,  and  they  may  actually  furnish  the  incentive 
for  misrepresentation  of  resident  status. 
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INFLUENCE  OF  TRANSIENTS  ON  COMMUNITY  HEALTH 

Transients  influence  community  health  significantly  only  when 
they  exhibit  characteristics  of  disease  different  from  those  of  the 
general  population.  Some  of  the  more  important  causes  of  differen- 
tiation between  gi-oups  of  individuals  in  the  matter  of  illness  incidence 
are : Previous  experience  with  communicable  disease,  economic  status, 
occupation,  diet,  and  the  hygienic  conditions  under  which  they  live. 

SANITATION  AND  HOUSING 

Hygiene,  or  sanitation,  and  housing  are  so  pertinent  to  a considera- 
tion of  the  influence  of  transients  on  community  health  that  they  will 
be  discussed  in  some  detail.  It  is  with  respect  to  these  factors  that 
there  is  the  greatest  difference,  in  many  areas,  between  transients  and 
residents  of  the  communities  in  wdiich  the  transients  are  found. 

Transients  are  not  a homogeneous  group  with  respect  to  the  sani- 
tary conditions  under  which  they,  live.  Living  conditions  of  indi- 
vidual transients  may  vary  within  the  widest  limits.  For  example, 
transients  are  found  living  in  well-ordered  homes  in  large  cities  with 
all  the  jirotections  of  a safe  water,  milk,  and  food  supply,  and  with  the 
most  scientific  methods  of  sewage  and  garbage  disposal  available  and 
•compulsory.  Under  such  conditions,  transients  will  probably  exhibit 
the  same  characteristics  of  disease,  as  they  are  determined  by  hygiene, 
that  are  found  among  residents  of  the  same  cities  exposed  to  the  same 
■environment. 

However,  the  preponderant  majority  of  transients  are  not  found 
living  under  such  conditions.  From  this  high  standard,  homes  (or, 
perhaps  more  accurately,  temporary  abodes)  of  transients  range 
downward  in  the  scale  of  sanitation  to  the  flophouse  and  jungle 
level  for  the  unattached  and  the  squatter  camp  or  temporary  migra- 
tory labor  camp  level  for  families.  It  is  in  shelters,  jungles,  and 
migratory  labor  camps  that  the  worst  sanitary  conditions  of  tran- 
sient life  are  epitomized;,  thus  this  discussion  will  be  concerned 
with  their  effect  on  the  incidence  and  spread  of  disease. 

No  other  phase  of  the  transient  problem  has  been  so  thoroughly 
investigated  or  so  frequently  discussed  as  this  one.  As  early  as 
1912  attention  was  focused  on  the  problem  of  sanitation  in  labor 
camps  in  California.  At  that  time  about  half  the  migratory  agri- 
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cultural  workers  in  that  State  were  immigrants  and  for  this  reason 
the  Commission  of  Immigration  and  Housing  was  originated  in 
1913  for  the  purpose  of  ascertaining  the  condition,  welfare,  and 
opportunities  of  all  immigrants  making  their  homes  within  the 
State,  After  it  was  found  that  fully  half  the  employees  residing 
in  labor  camps  were  aliens,  the  duty  of  improving  conditions  and 
maintaining  set  standards  in  these  camps,  through  the  medium  of 
the  Labor  Camp  Sanitation  Act,  developed  upon  the  Commission.^ 

Since  the  formation  of  this  Commission,  it  has  made  annual  re- 
ports of  the  conditions  found  in  inspected  w’ork  camps  throughout 
the  State  and  has  advised  and  consulted  with  various  interested 
groups.  The  1930-32  report  states  that  3,941  labor  cranps  were 
inspected  in  5C  counties  of  the  State,  housing  a total  of  145,474 
persons.  It  is  pertinent  to  this  discussion  to  note  that  the  report 
stated  that  because  of  general  economic  conditions  little  in  the  way 
of  permanent  improvement  could  b(‘-  sought  in  labor  camp  better- 
ment. This  was  thought  particularly  true  in  dealing  with  agricul- 
tural camps.  Of  the  camps  inspected,  536  are  classified  as  “good,” 
432  as  “bad,”  and  1,036  as  “fair.”  ^ 

A great  number  of  surveys  and  studies  of  transients  and  migra- 
tory labor  have  recognized  the  bad  hygienic  conditions  of  the  camps 
throughout  the  country,  and  a multitude  of  articles  on  the  subject 
have  appeared  in  official  publicahions  and  the  lay  press.  Even  the 
picture  weeklies  have  given  attention  to  this  phase  of  American 
life.^  Out  of  this  variety  of  data  and  description  a few  have  been 
chosen  to  illustrate  some  of  the  worst  conditions  under  which  tran- 
sients live. 

The  State  Relief  Administration  of  California,  speaking  in  1935 
of  unattached  transients  prior  to  the  Federal  Transient  Bureau  pro- 
gram, considered  that  conditions  in  general  were  wretched.  Flop- 
houses  wei’e  overcrowded,  food  was  ]:>oor,  and  sanitary  facilities  for 
the  use  of  these  people  were  inadequate.  Transients  and  local 
homeless  were  all  treated  alike  in  the  shelters,  men  and  boys  were 
mingled,  and  there  was  no  separation  of  the  diseased  from  the 
health3^  Those  not  accommodated  in  the  shelters  often  found  a 
night’s  lodging  in  the  city  jails  or  a longer  residence  in  the  shanty 
towns  and  jungles  that  sprang  up  on  the  outskirts  of  the  cities. 
These  conditions  were  considered  ameliorated  during  the  Federal 
program,  but  after  it  was  discontinued  in  September  1935,  jungles 
and  shanty  towns  were  once  more  in  evidence.  Health  problems 
were  thought  to  have  been  persistent  among  transients  largely  be- 
cause of  exposure  and  insanitary  living  conditions  during  migration. 

1 See  (SI). 

® See  (SI). 

®E.  g.,  see  Life  magazine,  November  29,  1937. 


I'KJUUK  (. — Home  of  a transient  family. 


Figure  8. — A transient  camp  in  the  Southwest. 


Figure  9. — The  drinking  water  supply  for  40  transient  families. 


Fiouke  10. — A poorly  j)rotccted  public  water  supply  in  a trausieut  camp. 
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This  report  also  states  that  of  6,392  cases  of  communicable  disease 
found  among  transient  unattached  males  in  California  between  Feb- 
ruary and  August  1935,  80.5  percent  were  venereal  diseases,  4.5- 
percent  were  pediculosis,  3.8  percent  were  scabies,  and  2.8  percent 
were  tuberculosis.  These  conditions  were  found  in  a transient  popu- 
lation that  varied  during  the  period  from  25,000  to  17,000."* * 

Dr.  Anita  Faverman  of  the  California  State  Department  of  Public 
Health  made  a study  of  the  health  of  1,000  children  of  migratory 
agricultural  workers  in  1936-1937.  She  notes  that  “crowding,  and 
in  many  cases,  lack  of  adequate  sanitary  facilities  are  notable.” 
Where  housing  is  not  provided  *the  workers  live  at  nearby  auto 
camps  or  ‘squat’  along  ditch  banks  by  the  roadside.  Thesfe  ♦ * * 

obviously  constitute  a health  menace  to  the  entire  community.”  ® 
The  report  of  the  National  Labor  Board  in  1934,  speaking  of 
Imperial  Valley  (Calif.),  stated;  “We  found  filth,  squalor,  an  entire 
lack  of  sanitation,  and  a crowding  of  human  beings  into  totally 
inadequate  tents  or  crude  structures  built  of  boards,  weeds,  and  any- 
thing that  was  found  at  hand  to  give  a pitiful  semblance  of  a home 
at  its  worst.  Words  cannot  desc*ribe  some  of  the  conditions  we  saw.”  ® 
In  the  migratory  history  of  one  California  family,  given  in  a 
report  on  migratory  labor  by  the  State  Belief  Administration  of  Cal- 
ifornia, it  is  stated  that  “The  Hillis  clan  found  available  sanitary 
facilities  consistently  bad.  This  was  true  both  when  they  camped  and 
when  they  lived  in  a nearby  town.  Camping,  however,  was  much 
worse.  The  water  was  frequently  poor,  even  when  they  were  living 
on  the  property  of  growers.  Wlien  camping  on  the  bank  of  a river  or 
irrigation  ditch  the  water  was  often  polluted.  Privies  were  badly 
constructed  and  devoid  of  proper  safeguards.”  ^ 

In  the  same  report  the  State  Relief  Administration  states:  “One 
of  the  worst  features  of  the  migi'atorj'’  labor  situation  has  been  the 
housing  of  the  laborer  * * *.  Only  a fraction  of  the  growers- 

provide  housing  to  migratories.  The  standards  of  the  agricultural 
labor  camps  have  declined  steeply  in  the  last  years  * * *.  When 
the  Marysville  [Resettlement]  Camp  was  started  in  August  1935, 
nearly  900  persons  were  camped  on  the  site.  Sanitary  facilities  were 
lacking.  Some  families  had  no  shelter  of  any  sort.  One  family 
consisting  of  husband,  wife,  and  a 3-year-old  child  possessed  neither 
shelter  nor  bedding  and  slept  on  newspapers  spread  upon  the 
ground.”  ® 


^ See  (107)  for  the  full  report. 
®See  (J,6),  pp.  35-36. 

“See  (105),  p.  62. 

"^See  (106),  p.  197. 

* Op.  cit.,  p.  207. 
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A study  of  transients  in  California  by  the  State  Relief  Administra^ 
tion  describes  in  even  more  detail  the  conditions  under  which  tran- 
sients live.  The  following  excerpts  from  the  report  illustrate  the 
lack  of  satisfactory  hygiene  prevalent  in  camps:  “*  * * in  Wat- 

sonville, 500  men  were  living  in  the  jungles  or  passing 
through  * * *;  1,000  men  sleeping  out  near  Sacramento  and  800 
near  Stockton ; * * * a toilet  had  been  constructed  by  thrusting 
four  tree  branches  in  the  ground  and  lapping  burlap  around ; during 
irrigation  periods  water  could  be  secured  from  the  pump  500  feet 
away  but  for  the  rest  of  the  time  it  was  necessary  to  haul  it  * * * 

from  a pump  2 miles  away ; a family  of  5 in  a tent  9 feet  wide  by  15 
feet  long ; many  of  the  | railway]  cars  were  left  in  such  filthy  con- 
dition b}^  the  men  who  had  lived  in  them  for  several  days  without 
any  sanitary  facilities  that  it  was  almost  impossible  to  clean  them 
decently  again ; health  officials  * * * refused  to  allow  20  cars 

to  be  loaded  with  oranges  until  ])roperly  cleaned  and  disinfected; 
health  officials  in  Chicago  have  dumped  carloads  of  oranges  into  the 
lake  * * * because  transients  had  made  the  cars  filthy,  according 

to  Santa  Fe  [R.  R.]  officials.”  ^ 

The  State  Department  of  Public  Health  of  California  says,  “There 
* * large  numbers  of  squatter  and  trailer  camps,  the 

housing  facilities  of  which  are  deplorable  and  whose  sanitary  con- 
ditions are  not  conducive  to  health.”  This  official  health  agency, 
speaking  of  “hygienic  habits”  (of  transients),  says  further:  “Gross 
ignorance  of  personal  hygiene  is  found  among  individuals  in  the 
migi’atory  gronp.  On  the  larger  ranches  new  houses,  with  water- 
flush  toilets,  painted  walls  and  floors,  adequate  light  and  ventilation, 
have  been  provided.  Within  a week  after  occupancy  these  places 
will  be  dilapidated  * * * garbage  thrown  in  the  toilet  causing 

stoppage,  screen  doors  on  the  outhouses  torn  off,  shower  baths  used 
as  toilets  and,  very  often,  sanitary  equipment  will  not  be  used  at 
all.” 

Nor  have  the  local  health  departments  been  silent  on  this  subject. 

Dr.  Lee  A.  Stone,  Director,  Madera  County  (Calif.)  Health  De- 
partment, tells  of  “the  Dozier  clan  * * * all  42  of  them  were 

discovered  in  a two-room  cabin  living  under  almost  nnbelievable  con- 
ditions.” Dr.  Stone  goes  on  to  discuss  excellent  cam])s  that  had 
been  provided  for  migratory  labor  in  his  county:  “Recently  I made 
a trip  of  inspection  into  this  (formerly  excellent)  camp  * * *^ 

I found  the  cabins  in  an  unbelievable  condition ; partitions  had  been 
torn  out  and  used  for  firewood,  filth  of  all  kinds,  including  human 
excreta,  was  found  on  the  floors  * * *,  Public  health  officials 


»Seo  (lOS),  pp.  235  ff. 
wSee  (33),  p.  126. 
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and  welfare  workers  are  doing-  all  in  their  j:)ower  to  point  out  to 
these  people  the  advantages  of  sanitation,  cleanliness,  and  disease- 
control  measures,  but  to  no  apparent  avail  * * *,  Public  health 

problems  are  presenting-  themselves  to  a degree  that  is  appall- 
* * * Malaria,  pellagra,  conditions  simulating  scurvy, 

trachoma,  and  others  too  numerous  to  mention,  are  offering  them- 
selves for  attention.” 

Di*.  Joe  Smith.  Health  Officer  of  Kern  County  (Calif.),  has  given 
considerable  attention  to  this  problem.  His  department  has  made 
special  investigations  of  the  labor  camp  situation  in  Kern  County 
and  estimates  that  “for  * * * 2,000  agricultural  workers  and 

their  families  (in  Kern  County)  no  housing  facilities  and  no  safe 
sanitary  camp  site  * * * exists.”  The  Sanitary  Division’s 

survey  of  the  problem  in  Kern  County  not  only  describes  condi- 
tions but  makes  recommendations  as  to  location,  type,  and  number 
of  camps  needed.^^ 

Another  excellent  study  of  conditions  under  which  transients  or 
migratory  laborers  live  is  that  of  the  Department  of  Labor  published 
in  1938.  Two  field  workers  describe  conditions  found  on  an  extensive 
trip  throughout  the  Southwest.  A few  pertinent  sentences  from  the 
report  follow : “During  this  study,  family  groups,  including  many 
children,  were  observed  cam])ing  out  along  the  roadside  or  perhaps 
just  off  the  road  along  an  irrigation  ditch  * * *,  4^3  mle  sani- 

tation facilities  and  drinking  water  are  not  easily  accessible  in  these 
mesa  camp  sites  * * =c  l^o^y  standards  of  housing-  and  sanitation 

prevailed,  on  the  whole,  in  the  class  of  tourist  camps  being  used  by 
migrant  families.”  The  report  not  only  describes  general  con- 
ditions but  specifically  mentions  many  individual  camps  as  completely 
unhygienic. 

Studies  have  not  been  confined  to  California.  At  least  four  studies 
of  child  labor  have  been  made  by  the  United  States  Children’s  Bureau 
in  areas  outside  California,  i.  e.,  in  Texas,^-’’  Maryland,^®  Colorado, 
and  Michigan,^'  and  the  northern  Pacific  coast.^®  In  each  of  these 
^tudies  the  unhygienic  conditions  of  labor  camps  are  described. 

A study  of  conditions  in  the  hop  industry  by  the  Agricultural 
Experiment  Station,  State  College  of  Washington,  in  1938,  says: 
“The  conditions  under  which  the  transient  workers  lived  in  hop  camps 


« See  (J09),  pp.  3,  7.  8,  18. 
12  See  (71),  p.  37. 

“See  (5). 

“See  (74),  p.  136. 

“See  (24). 

“See  (21). 

“See  (23). 

“See  (22). 
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on  the  average  were  unsanitary  and  inadequate  for  health  and  decency 
standards.” 

One  of  the  most  recent  studies  is  that  made  by  the  Work  Projects 
Administration  of  the  migratory  cotton  pickers  in  Arizona.  In  speak- 
ing of  living  conditions  the  report  states:  “Arizona  cotton  pickers’ 
camps  conform  to  the  ‘rural-slum’  pattern  of  western  migratory 
workers’  camps  * * *.  The  usual  run  consists  of  a crowded,  filthy, 

makeshift  collection  of  shelters.  Although  some  of  the  camps  house 
as  many  as  1,000  people  during  the  picking  season,  even  elementary 
sanitation  provisions  are  frequently  lacking.” 

Speaking  of  these  same  cotton  camps  in  March  1938,  the  Arizona 
State  Board  of  Health  says:  “Their  [labor  contractors’]  camps  are 
of  a temporary  nature  with  no  provision  for  proper  water  supply  or 
sewage  disposal  and  to  operate  under  such  conditions  should  be  pro- 
hibited by  law  in  the  interest  of  public  health  and  common  hu- 
manity.” 

It  is  not  intended  to  imply  in  the  present  study  that  nothing  is 
being  done  to  better  the  sanitary  facilities  of  these  camps  and  the 
condition  of  the  individuals  living  in  them.  Where  organized  full- 
time local  health  departments  exist  and  the  problems  of  migratory 
labor  have  been  acute,  considerable  improvement  has  been  made  in 
the  type  of  camp  furnished  by  the  growers  and  a great  deal  of 
effort  directed  toward  preventive  health  measures  and  health  educa- 
tion of  these  transients.  In  several  of  the  reports  quoted,  more  par- 
ticularly those  from  health  agencies,  the  measures  intended  to  eradi- 
cate such  conditions  are  cited. 

Dr.  Walter  M.  Dickie,  Director,  California  State  Department  of 
Public  Health,  says:  “Acting  together,  local.  State,  and  Federal  au- 
thorities have  surmounted  legal,  financial,  and  other  obstacles  and 
today,  regardless  of  citizenship,  legal  residence,  race,  or  color,  ade- 
quate provision  is  made  for  safeguarding  the  health  of  migrants  and 
for  providing  health  protection  for  local  residents  * * *.  The 

California  State  Department  of  Public  Health  recognized  this  fact 
(the  public  health  problem  of  unhygienic  conditions  in  migratory 
labor  camps)  and  local  health  officers  became  particularly  aware  of 
it,  as  did  also  growers  of  cotton,  fruits,  and  vegetables.  A sincere 
attempt  to  provide  suitable  housing  for  these  refugees  was  made  by 
large  numbers  of  landowners  but  their  efforts  were  applicable  to 
relatively  few,  because  of  the  magnitude  of  the  migration.” 

The  Arizona  State  Board  of  Health  has  much  the  same  to  say: 
“As  the  conditions  described  (bad  housing  and  sanitation  in  cotton 

i®See  (m),  p.  18. 

20  See  (11),  p.  24. 

2’  See  (2),  p.  2. 

22  See  (3//),  p.  764. 
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camps)  have  developed  with  the  industry  and  the  seasonal  influx  of 
itinerant  labor,  health  workers  have  been  constantly  on  the  alert  to 
provide  adequate  preventive  measures  and  sanitary  environment  for 
the  occupants  of  the  labor  camps.  The  larger  camps  * * * have 

been  very  cooperative  with  these  efforts — with  the  result  that  better 
water  supply,  sewage  disposal,  and  refuse  collection  methods  have 
been  introduced.  In  the  55  camps  mentioned,  365  sanitary  toilets  have 
been  installed.  All  water  supplies  have  been  examined  for  possible 
sources  of  pollution,  and  corrections  made  where  indicated.  Sanitary 
inspections  have  been  made  in  every  camp  once  monthly  * * 

The  most  direct  approach  to  the  problem  of  housing  migratory 
agricultural  workers  is  that  of  the  Farm  Security  Administration, 
Tliis  Federal  agency  has  attacked  the  problem  by  the  construction  of 
camps  at  strategic  points  throughout  the  West,  so  that  migratory 
agricultural  families  may  have  decent  camps  with  sanitary  facilities 
at  nominal  cost.  The  camps  established  are  at  points  where  there 
have  been  the  greatest  concentration  of  people  and  the  greatest  need 
for  such  facilities. 

Each  camp  provides  a number  of  tent  platforms  arranged  usually 
30  feet  apart  and  often  in  groups  of  40  about  a community  facility 
building.  Sanitary  flush  toilets  are  provided.  Imhoff  tanks  for  the 
treatment  of  sewage  have  been  placed  in  nearly  all  camps.  Garbage 
is  collected  and  burned  in  camp  incinerators.  Pure  water  usually 
from  wells  is  supplied  in  every  camp.  Shower  baths  and  laundry  tubs 
with  plenty  of  hot  water  are  located  in  the  community  facilities 
buildings. 

Eleven  of  these  camps  with  about  2,000  tent  platforms  are  in  opera- 
tion in  California  and  three  additional  camps  in  California  and  one 
in  Arizona  are  under  construction  (April  1939).  Because  of  the 
need  and  demand,  11  additional  camps  in  6 other  States  are  now 
proposed.  One  mobile  camp,  in  which  the  sanitary  facilities  and 
tent  platforms  may  be  moved  by  truck  as  the  workers  migrate  from 
one  crop  to  another,  is  now  being  constructed  for  trial. 

These  camps  undoubtedly  have  been  and  are  a great  improvement 
and  have  aided  considerably  in  the  betterment  of  the  living  conditions 
of  the  migratory  families  whom  they  serve.  A brief  summary  of  the 
program  given  in  the  annual  report  on  activities  of  the  Farm  Secu- 
rity Administration  for  the  fiscal  year  1937-38  states : 

The  increasing  mechanization  of  farm  production  is  changing  many  former 
tenants  into  migrant  farm  laborers.  The  problems  of  this  group  * * ♦ 
have  not  as  yet  found  a satisfactory  answer.  On  the  Pacific  coast  * * * 
the  camps  of  the  Farm  Security  Administration  have  continued  in  operation. 
They  furnish  temporary  residence  and  sanitary  facilities  to  the  migrants. 


«See  (2),  p.  1 ff. 
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The  camps,  however,  can  by  no  means  be  termed  a complete  solution  for  the 
problems  of  this  group  of  landless  farmers.  Some  of  the  health  aspects  of  the 
problem  have  been  made  less  threatening;  but  little  permanent  security  can 
be  attained  by  migrant  families  through  the  camp  program.  Rehabilitation 
and  security  for  these  and  other  stranded  groups  are  yet  to  be  approached  on 
a basis  leading  toward  a permanent  solution.'^ 

Despite  the  excellence  of  the  camps,  only  a fraction  of  the  families 
following  this  type  of  existence  are  housed  in  them.  The  Farm 
Security  Administration  estimates  that  there  are  50,000  to  75,000 
families  following  the  crops  along  the  Pacific  coast.  The  number 
afforded  the  opportunity  to  live  under  the  sanitary  conditions  sup- 
plied by  the  Farm  Security  Administration  is  not  great  enough  to 
effect  a change  in  the  mass  health  status  of  migratory  workers. 

DIET  AND  MALNUTRITION 

Although  dietai‘3^  deficiencies  and  malnutrition  in  transients  prob- 
ably do  not  have  a great  deal  of  direct  effect  on  the  health  of  resi- 
dents, the  subject  deserves  some  attention  for  its  effects  on  the  health 
of  transients  themselves.  Any  I’esidue  of  ill  health  in  transients 
must  eventually  be  reflected  in  the  health  status  of  the  whole 
community. 

No  detailed  study  of  the  diets  of  transients  in  terms  of  vitamins, 
calcium,  iron,  protein,  or  total  calories  has  been  made.  In  one  study 
of  the  health  of  migratory  agi-icultural  workers  which  recorded  the 
average  milk  consumption  of  1,000  children,  it  was  found  that  ‘‘18.6 
percent  (of  the  children)  were  getting  one  and  one-half  to  two  pints 
of  milk  daily.  Thirty  percent  were  getting  a pint  or  less;  34.8  per- 
cent got  less  than  half  a pint;  4.1  percent  got  milk  occasionally  or 
irregularly;  and  12.4  percent  got  no  milk.” 

Among  reasons  given  for  low  milk  consumption,  the  most  common 
were  that  the  family  could  not  afford  to  buy  fresh  milk  and  that  it 
was  not  available.  An  interesting  comment  b}'^  the  manager  of  a 
migratory  agricultural  workers’  camp  in  California,  quoted  in  the 
study  referred  to  above,  was  that  “18  cases  of  soda  pop  were  con- 
sumed a day  by  the  100  inhabitants  of  the  camp  * * * this  in 

spite  of  the  fact  that  milk  was  also  available  here.” 

Aside  from  milk,  the  diet  of  transients  who  are  also  migratory 
agricultural  workers  is,  as  one  would  expect,  the  diet  of  the  rural 
population  of  the  areas  from  which  they  have  migrated,  wonsened 
by  the  financial  distress  in  which  the  families  find  themselves.  Such 
diets  often  fall  far  short  of  minimum  requirements  as  to  calories, 
vitamin  or  mineral  content,  and  digestibility.  The  entire  .solution 


2*  See  m),  p.  1.3. 
2«  See  (^6),  p.  30. 
Op.  cit.,  p.  .36. 


l''i(iuiuc  11. — Migrant  cami>  operated  by  Farm  Security  Administration,  Kern  County,  (,'alif. 


Figure  12. — In  a Farm  Security  Administration  migrant  camp. 
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I)i'obably  does  not  lie  in  raising  the  economic  status  of  the  transients. 
Reeducation  to  more  varied  and  more  adequate  diets  would  also  be 
necessary. 

The  record  of  disabling  illnesses  of  a group  of  individuals  is  an 
inadequate  measure  of  the  diseases  and  conditions  due  to  diet  de- 
ficiencies, in  that  it  misses  not  only  such  recognizable  states  of  ill 
liealth  as  rickets,  scurvy,  and  pellagra,  unless  they  are  disabling,  but 
also  those  subclinical  or  “subrecognizable”  states  due  to  diet  defi- 
ciency. Despite  this  and  despite  the  fact  that  the  disabling  illnesses 
from  dietary  deficiency  are  usually  only  a small  fraction  of  the  con- 
ditions of  ill  health  due  to  this  cause,  the  Transient  Case  Study 
found  6 transients  who  had  been  disabled  during  the  3-month  survey 
j:)eriod  by  pellagra. 

Two  studie.s  have  been  made  of  the  nutritional  status  of  the  children 
of  migratory  agricultural  workers.  The  study  mentioned  in  connec- 
tion with  diets  found  that  27.9  percent  of  all  the  children  had  nutri- 
tional and  dietary  defects.  Tliis  did  not  include  dental  caries  and 
decalcification.  Dietary  defects  found  in  the  group  of  1,002  children 
numbered  117  and  nutritional  defects  1C7,  the  latter  classified  as: 
Malnutrition,  62;  overweight,  4;  rickets,  24;  underweight,  25;  and 
flabby  turgor,  52.*'^ 

In  another  study  of  the  children  of  migratory  agricultural  workers 
in  cotton  camps  it  was  found  that  “14  percent  (of  the  interstate 
transient  children)  had  rickets  and  13  percent  * * ♦ malnu- 

trition.” Of  the  43  “nutrition  defects”  recorded  for  122  inter- 
state transient  children,  2 were  “old  rickets,  severe,”  15  were 
“rickets,”  2 were  “malnutrition,  severe,”  14  “malnutrition,”  and  10 
“underweight.”  These  two  studies,  particularly  the  former,  have 
been  widely  (junted.  It  is  this  study  that  has  given  rise  to  statements 
such  as:  “One-fourth  (or  27  percent)  of  the  children  of  transients  (or 
of  migratory  Avorkers)  suffer  from  malnutrition.” 

It  is  doubted  whether  or  not  much  reliance  can  be  placed  on  the 
percentage  of  children  classified  as  “malnourished”  in  routine  physi- 
cal examination  without  the  use  of  tests  for  specific  nutritional  defi- 
ciencies. It  has  been  shoAvn  by  a number  of  studies  that  in  such 
examinations  physicians  vary  within  wide  limits  in  their  judgment  of 
the  nutritional  status  of  children.  One  study  concluded  that  “The 
differences  in  judgments  are  so  great  that  estimates  based  on  a single 
examination  are  of  little  value  in  determining  the  amount  of  malnu- 
trition among  any  group  of  children  at  any  one  time  * * *.  Neither 


^ See  (J/6),  data  from  table  IX. 
29  See  (115),  p.  10  ff. 
g.  (48),  (33). 
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are  these  nutritional  estimates  reliable  bases  for  determining  which 
children  of  a group  are  malnourished.” 

However,  the  facts  thus  brought  out  and  the  resultant  doubts  cast 
on  any  estimate  of  the  'percentage  of  transient  children  who  are  mal- 
nourished have  no  bearing  on  the  known  fact  that  many  transient 
children  do  have  deficiencies  in  quality  and  quantity  of  diet  and  that 
such  deficiencies  will  result  in  retarded  growth,  malformation  of  parts 
of  the  body,  or  even  frank,  clinical  cases  of  deficiency  diseases. 
Whether  a higher  rate  of  malnutrition  is  found  among  transient  or 
resident  children  of  similar  economic  status  cannot  be  determined  and 
is  relatively  unimportant. 

Other  causes  which  may  be  fairl}^  important  in  differentiating 
transients  from  residents  on  the  basis  of  disease  incidence  are  health 
selection  for  migration,  the  hazards  of  travel,  and  low  economic 
status.  They  will  be  discussed  in  connection  with  particular  diseases 
later  in  this  report.  The  discussion  thus  far  has  had  to  do  with  the 
causes  for  differentiation  of  transients  and  residents  in  their  exhibition 
of  disease.  The  remainder  of  this  part  will  consider  the  effects  on 
community  health  brought  about  by  mingling  populations  with  dis- 
similar health  characteristics. 

EFFECT  OF  TRANSIENTS  ON  EXISTING  COMMUNICABLE  DISEASE 

The  propagation  of  an  existing  communicable  disease  depends 
on  several  interrelated  factors.  These  factors,  any  or  all  of  which 
may  be  so  altered  as  to  increase  or  decrease  the  morbidity  from  a 
particular  existing  conmiunicable  disease,  are:  (1)  The  suscepti- 

bility of  the  population ; (2)  the  virulence  of  the  causative  organism ; 
(3)  the  rate  of  transfer  of  infection  per  case;  (4)  the  incidence  of 
infectious  disease;  and  (5)  the  period  of  infectiousness  per  case. 

The  influence  that  a change  in  any  one  of  these  factors  may  have 
on  the  propagation  of  a particular  disease  in  a community  depends 
both  on  the  nature  of  the  disease  and  on  the  other  factors,  since 
they  are  interrelated.  The  result  on  the  incidence  of  any  single  com- 
municable disease  depends  entirely  on  the  causative  agent  of  that 
disease,  its  modes  of  transmission,  and  the  susceptibility  of  the  po- 
tential victims,  so  that  in  a discussion  of  this  sort  it  is  imperative 
that  the  various  diseases  be  discussed  individually  or  by  specific 
gi’oups.  Since  it  is  not  within  the  scope  of  this  stud}^  to  discuss 
in  detail  the  epidemiology  of  all  conmiunicable  diseases  as  they  are 
influenced  by  the  presence  of  transients  in  a conmiunity,  data  on  tlie 
incidence  of  existing  communicable  disease  in  transients  and  its  in- 
fluence on  the  general  incidence  will  be  presented  for  only  a few 
diseases. 


*®See  (5S),  p.  6. 


Figuue  13. — The  child  of  a transient. 


97 


Tuberculosis.^^ — It  is  believed  that  the  factor  of  susceptibility  of 
the  population  may  be  disregarded  in  the  discussion  of  tuberculosis, 
since  there  is  no  reason  to  assume  that  transients  affect  this  factor. 
The  influence  of  racial  susceptibility  may  also  be  disregarded  since 
in  none  of  the  survey  cities  had  the  addition  of  transients  materially 
changed  the  racial  composition  of  the  total  population.  It  will  also 
be  assumed  that  the  virulence  of  tubercle  bacilli  carried  by  tuber- 
culous transients  does  not  differ  from  that  found  in  the  resident 
population. 

Whether  tubercle  bacilli  are  transferred  more  rapidly  or  less  rap- 
idly from  a transient  with  infectious  tuberculosis  to  other  persons 
than  from  a similar  resident  case  cannot  be  answered.  Proof  for 
either  contention  would  require  types  of  data  such  as  are  not  avail- 
able; and,  still  more  important,  there  would  need  to  be  some  general 
agreement  as  to  the  role  these  matters  play  in  the  propagation  of 
tuberculosis. 

In  order  to  measure  the  effect  of  a disparity  between  the  inci- 
dence rate  of  infectious  tuberculosis  among  transients  and  that 
among  residents,  it  is  imperative  that  the  rates  for  the  two  groups, 
respectively,  be  known  within  reasonable  limits  of  accuracy. 
Further,  the  rates  should  be  based  not  on  the  total  number  of  in- 
fectious cases  per  unit  of  population  but  rather  on  the  number  of 
infectious  cases  outside  of  institutions  for  the  tuberculous.  It  would 
not  be  justifiable  to  measure  the  probability  of  contact  with  an  in- 
fectious case  of  tuberculosis  in  a community  containing  a large 
tuberculosis  sanatorium  by  including  as  infectious  cases  those  in 
the  sanatorium. 

The  incidence  rate  of  infectious  tuberculosis  outside  institutions 
could  probably  be  computed  for  States  that  have  a reasonably  effec- 
tive tuberculosis  control  program.  The  consensus  of  estimates  of 
the  incidence  of  active  tuberculosis  in  the  general  population  of 
such  States  is  1.0  to  1.5  percent.  By  eliminating  from  the  calcula- 
tion institutionalized  cases  of  active  tuberculosis  and  making  the 
necessary  adjustment  for  the  proportion  of  active  cases  that  are 
infectious,  a fairly  satisfactory  rate  could  be  established. 

But,  unfortunately,  it  is  in  States  in  Avhich  such  data  are  not  avail- 
able that  there  appears  to  be  a problem  of  tuberculosis  control  arising 
from  transients.  All  evidence  seems  to  indicate  that  Arizona,  Colo- 
rado, and  New  Mexico  are  the  States  in  which  is  found  the  unhappy 
combination  of  a relatively  sparse  population  and  a comparatively 
large  number  of  transients,  some  of  whom  have  migrated  to  those 
States  because  of  tuberculosis  or  other  respiratory  conditions.®^  How- 

“Tuberculosis”  is  used  throughout  to  mean  “pulmonary  tuberculosis,”  unless  otherwise 

stated. 

*3  See  (75),  {UO),  (129),  and  (ISO). 
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ever,  tlie  knowledge  of  the  incidence  of  tuberculosis  even  among  resi- 
dents of  these  States  is  not  satisfactory.  In  a surveys  of  health  in 
New  Mexico  in  1933,  Buck,®®  using  the  best  available  data,  estimated 
that  there  were  10,000  to  22,000  cases  of  definite  or  suspicious  tuber- 
culosis among  adults  in  the  State.  Such  an  estimate  in  a State  with 
a relatively  small  population  does  not  ]3ermit  computation  of  a rate 
of  tuberculosis  sufficiently  exact  for  useful  comparison  in  this  study. 
Dunshee,  speaking  only  of  Arizona,  described  what  is  believed  to  be 
the  situation  in  the  southwestern  resort  States.®*  He  said,  ‘‘Without 
a careful  study  it  is  impossible  from  the  usually  accepted  figures  to 
estimate  the  number  of  new  or  living  cases  (of  pulmonary  tuberculosis) 
as  there  are  1,428  beds  for  the  care  of  tuberculosis  cases  in  the 
State  (Arizona)  many  of  which  are  undoubtedly  filled  with  patients 
not  having  contact  relatives  in  the  State.”  ®® 

Despite  lack  of  definite  data  on  the  amount  of  tuberculosis  among 
either  residents  or  the  total  population  of  the  resort  States,  the  value 
of  available  data  on  the  amount  of  tuberculosis  among  transients  in 
the  same  area  is  not  lost.  It  has  already  been  pointed  out  in  this  dis- 
cussion that  the  five  factors  on  which  the  propagation  of  existing 
communicable  disease  depends  are  interrelated.  It  is  through  this 
interdependence  with  the  factor  next  to  be  discussed  that  the  incidence 
of  tuberculosis  among  transients  becomes  useful. 

The  presence  in  a community  of  a considerable  number  of  tuber- 
culous transients  probably  increases  the  j^revalence  of  the  disease  be- 
cause tuberculous  transients  have  a longer  })eriod  of  infectiousness  per 
case  than  similar  residents  do.  By  this,  it  is  not  meant  that  tuber- 
culous transients  Ijecome  sinitum  positive  earlier  or  remain  sputum 
positive  longer  without  treatment.  The  statement  is  based  on  com- 
munity pi-actice  in  admitting  cases  of  tuberculosis  to  hospitals  or 
sanatoria. 

Institutionalization  of  the  tuberculous  accomplishes  a dual  purpose. 
The  open  case  is  isolated  from  the  nontuberculous  population  and  the 
tuberculosis  case  fatality  rate  is  decreased  by  giving  to  the  isolated 
cases  a specialized  and  adequate  type  of  medical  and  nursing  care. 
Both  objectives  are  desirable  from  the  public  health  viewpoint,  but 
there  can  be  little  doubt  that  isolation  of  open  cases  is  the  more  im- 
portant in  reducing  morbidity  and  moif  ality.  In  summarizing  activi- 
ties designed  to  continue  the  present  downward  trend  of  tuberculosis, 
Frost  cited  as  most  important  “the  isolation  in  sanatoria  of  all  known 
open  cases  of  pulmonary  tuberculosis,  continuing  isolation  so  long  as 
the  cases  remain  open.”  ®®  However,  admission  policies  of  practically 


■'«See  (Jo). 

^ “Resort  States’’  will  be  used  tbrougbout  to  designate  Arizona,  Colorado,  and  New 
Mexico. 

“See  (39),  p.  39. 

“See  (m. 
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all  tuberculosis  institutions  are  sucii  as  partially  to  defeat  this 
important  purpose. 

Table  50. — Distrihution  of  tuherculoHiH  ho^iJitah  in  the  United  States  with 
known  admission  policies  and  with  free  beds  for  the  yeneral  population,  ac- 
cording to  use  of  restrictions  for  adtnission  ’ 


Restriction  by  residence 


Restriction  by  financial  status 

All  hos- 
pitals 

Restricted  to  residents  of 
specified  political  unit 

Not  restricted  to  resi- 
dents 

Total 

City  or 
county 

State 

Total 

25-19 

beds 

50-149 

beds 

Total 

«203 

193 

153 

40 

10 

3 

7 

Only  indlgents  admitted 

121 

113  j 

88 

25 

8 

2 

0 

All  persons  admitted 

82 

80 

65 

15 

2 

1 

1 

• Data  from  National  Tuberculosis  Association,  Tuberculosis  Hospital  and  Sanatorium  Directory,  1938. 
Only  hospitals  and  sanatoria  registered  by  the  American  Medical  Association  are  included. 

5 Hospitals  controlled  by  Federal,  fraternal,  and  proprietary  agencies  are  omitted. 


Table  50  classifies  tuberculosis  institutions  registered  with  the 
American  Medical  Association  to  show  those  into  which  transients 
might  be  admitted  for  isolation.  It  will  be  noted  that  there  are  in 
the  United  States  203  tuberculosis  hospitals  and  sanatoria  of  known 
admission  policy,  each  of  which  has  one  or  more  beds.  However,  all 
but  10  of  these  are  restricted  to  residents  of  the  State  or  locality  in  or 
near  which  they  are  located.  Since  the  distinguishing  characteristic 
of  transients  is  nonresidence,  it  aiipears  that  these  10  hospitals  theo- 
retically are  the  only  ones  that  will  admit  transients  to  free  beds — 
within  the  limits  of  availability  of  empty  beds.  The  maximum 
number  of  beds,  for  which  transients  must  still  compete  with  residents, 
is  only  1,190.  Bearing  in  mind  that  the  majority  of  public  tul)ercu- 
losis  hospitals  have  a long  waiting  list  of  residents,  it  is  obvious  that 
transients  are  seldom  admitted  to  such  institutions. 

There  are  undoubtedly  many  other  hospitals  to  which  patients  are 
admitted  at  no  cost  to  themselves.  But  in  practically  all  such  cases 
limitation  to  specified  types  of  beneficiaries  or  limitations  imposed  by 
appropriating  bodies  exclude  transients  as  such.  It  is  true  that  tran- 
sients with  tuberculosis  are  known  to  die  in  general  hospitals.  But 
it  is  believed  that  very  few  tuberculous  transients  occupy  beds  in 
general  hospitals  long  enough  to  atfect  materially  their  chances  of 
recovery  or  their  period  of  contact  with  the  general  public. 

Both  objectives  of  hospitalization  of  the  tuberculous  (and  the 
admission  policy  which  tends  to  defeat  one  of  them)  are  stated  in 
the  law  relating  to  ])ublic  assistance  to  the  tuberculous  in  one  of  the 
western  States.  It  reads : 

Objects  and  purposes  of  the  act. — The  People  * ♦ * hereby  declare 

that  tuberculosis  is  a coniiminicable  diseai^e,  that  it  endangers  the  lives 
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of  the  entire  population  of  the  State  and  that  the  treatment  and  control  thereof 
is  the  responsibility  of  the  States ; and  to  the  end  that  said  disease  may  be 
better  brought  under  control,  it  is  further  hereby  declared  that  it  is  the  duty 
of  the  State  to  provide  treatment  and  care  for  indigent  I'esidents  suffering  from 
said  disease.  (Colorado  Session  Laws,  1937,  ch.  216.) 

Tlie  law  cited  defines  “resident”  as  a person  who  has  actually  resided 
in  the  State  for  3 or  more  years  at  the  time  of  application,  although 
for  other  types  of  public  assistance  only  1 year’s  residence  is  required. 

Thus  this  State,  in  common  with  most  political  jurisdictions  that 
use  public  funds  to  support  hospital  beds  for  the  tuberculous, 
declares  ineligible  for  isolation  one  class  of  persons  dangerous  to  the 
health  of  the  general  population.  In  such  jurisdictions  it  is  apparent 
that  the  period  during  which  each  case  could  infect  and  reinfect  the 
nontuberculous  is  consequently  prolonged.  The  result  must  influence 
unfavorably  general  morbidity  and  mortality  from  tuberculosis  in 
those  areas. 

In  this  connection  it  might  well  be  noted  again  that  a “transient” 
may  not  necessarily  be  merely  a sojourner  in  the  community.  In 
several  States  failure  to  maintain  a domicile  continuously  in  the 
State  for  as  long  as  5 years  makes  an  unattached  person,  or  a family 
head,  a “nonresident,”  and  in  the  case  of  the  family  head,  all  his 
dependents,  including  children  born  in  the  State,  are  similarly  af- 
fected. The  point  should  also  be  emphasized  that  an  individual  need 
not  be  obviously  indigent  to  require  public  assistance  in  hospitaliza- 
tion for  tuberculosis.  The  Interdepartmental  Committee  to  Coordi- 
nate Health  and  Welfare  has  estimated  that  “there  are  in  the  United 
States  today  probably  40  million  persons  * * * living  in  fam- 

ilies with  annual  incomes  of  less  than  $800.”  It  is  known  that  the 
average  annual  cost  per  patient  in  private  tuberculosis  institutions 
is  approximately  $1,000.®®  If  approximately  one-third  of  our  popu- 
lation live  in  families  whose  income  is  less  than  the  cost  of  maintain- 
ing one  person  in  a private  tuberculosis  institution,  the  group  of 
families  that  would  require  public  assistance,  if  it  became  necessary’' 
to  hospitalize  a tuberculous  member,  reaches  well  into  the  income 
bracket  for  the  middle  third  of  the  population. 

It  must  be  kept  in  mind  that  the  importance  of  any  difference  in 
jDeriod  of  infectiousness  per  case  between  transient  and  resident  ap- 
plies only  when  the  community  in  which  both  are  found  has  an 
effective  program  of  isolation  of  resident  cases.  In  communities 
with  no  such  program  a transient  with  tuberculosis  cannot,  with 
justice,  be  said  to  constitute  a menace  to  the  health  of  the  community 
on  the  basis  of  his  greater  period  of  infectiousness. 


See  (62),  p.  42. 
8»See  (68). 
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Since  the  cumulative  influence  of  this  factor  depends  directly  on 
the  number  of  tuberculous  transients,  available  data  are  presented 
on  the  size  of  the  tuberculosis  problem  in  transients.  The  data  are 
all  concerned  with  the  incidence  of  active  tuberculosis,  and  since 
there  is  no  reason  to  assume  that  tuberculous  transients  have  an 
unusual  rate  of  infectiousness,  it  is  believed  that  information  on 
activity  is  sufficiently  precise  for  this  purpose. 

In  1921  a study  of  the  indigent  migratory  consumptive  problem 
in  6 cities  of  the  Southwest  was  made  by  Whitney.^®  Questionnaires 
were  sent  to  all  social  and  medical  agencies  in  the  6 cities  and  data 
compiled  from  those  returned.  The  information  requested  was  on 
indigent  migratory  consumptives  cared  for  during  the  year  1920.  An 
“indigent”  tuberculous  person  was  defined  as  one  who  did  not  finance 
himself  completely  during  the  period  of  his  care.  The  “care”  was 
not  necessarily  medical  since  data  were  compiled  from  all  types  of 
public  and  semipublic  agencies,  including  many  that  probably  did 
not  dispense  medical  care.  Duplication  of  persons  was  eliminated 
within  each  city ; hence  the  data  presented  in  the  report  represented 
the  number  of  individuals  and  not  the  number  of  successful  applica- 
tions. In  the  published  reports  persons  reporting  that  they  had 
lived  in  the  city  less  than  2 years  were  treated  separately  as  “migra- 
tory.” Table  51  summarizes  certain  data  from  a report  of  this  study. 


Table  51. — Distribution  of  total  indigent  consumptives,  and  of  number  that  were 
nonresidents,  cared  far  during  1920  by  public  assistance  agencies  in  6 cities, 
according  to  city  in  xohich  agency  teas  located  ^ 


City 

Number  of 
indigent 
consump- 
tives cared 
for 

Nonresi 
the  g 

Number 

dents  in 
roup 

Percent 
of  total 

Population 
1920  (in 
thousands) 

Number  of 
persons  in 
whole  re- 
sident pop- 
ulation to 
each  non- 
resident 
tuberculo- 
sis case 

Colorado  Springs,  Colo 

385 

*281 

73 

30 

107 

Denver,  Colo 

1,635 

1, 112 

68 

256 

230 

El  Paso,  Tex 

1,086 

510 

47 

78 

153 

Phoenix,  Ariz 

499 

414 

83 

29 

70 

Los  Angeles,  Calif 

3,103 

1,986 

64 

577 

290 

San  Antonio,  Tex 

611 

220 

36 

161 

732 

1 Data  from  {H9). 

» Estimated.  Only  those  with  less  than  1 year’s  residence  in  Colorado  Springs  are  reported  in  data  on 
length  of  residence. 


There  are  two  points  of  especial  interest  in  the  table.  First,  there 
w^as  a high  proportion  of  nonresidents,  if  one  accepts  the  residence 
definition  used,  among  all  indigent  consumptives  cared  for  during 
this  period.  The  second  point  is  the  small  resident  population  in 
relation  to  one  indigent  nonresident  tuberculous  person.  The  proper 
care  of  tuberculous  patients  is  expensive,  and  it  may  be  doubted 
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whether  the  residents  of  these  cities,  even  if  they  were  willing,  could 
easily  bear  the  cost  of  complete  medical  care,  including  institutionaliza- 
tion, for  the  large  number  of  nonresident  indigent  tuberculous.  It  has 
been  stated  frequently  that  the  complete  care  even  of  resident  cases 
of  tuberculosis  in  these  cities  would  be  a considerable  financial  burden, 
especially  since,  as  the  report  emphasizes,  the  tulxu-culous  person  is 
not  the  only  one  requiring  assistance. 

Among  nonresidents  many  patients’  families  acconi[)any  them,  and 
the  other  members,  even  if  not  frankly  tuberculous,  often  require 
material  aid  and  preventive  medical  services  during  the  period  of  the 
patient’s  cure.  There  is  little  wonder  therefore  that  considerable 
public  funds  and  efforts  are  expended  in  attempting  to  return  such 
patients  to  their  place  of  legal  settlement. 

In  1936  the  Maricopa  County  (Ariz.)  Welfare  Board  analyzed  data 
on  transient  family  cases  that  applied  and  were  accepted  for  relief 
during  the  year  1935  in  Phoenix.  This  study  showed  that  of  a total 
of  686  such  cases,  101  families,  or  14.7  percent,  gave  as  their  reason 
for  coming  to  Phoenix  the  fact  that  at  least  one  member  of  the  family 
had  tuberculosis.  Assuming  one  case  per  family  and  the  same  size 
of  family  (3.7  persons)  in  the  noutiiberculous  as  in  the  tuberculous, 
the  minimal  incidence  of  tuberculosis  among  family  transients  was 
4.0  percent.^^ 

In  the  same  study  it  is  stated  that  “from  February  1,  1935,  to  October 
1,  1935,  6,031  unattached  male  transients  registered  at  the  Phoenix 
Camp.  Of  this  number  * * * gi  were  diagnosed  as  having 

tuberculosis,”  an  incidence  rate  of  1.34  percent. 

It  is  believed  that  the  results  of  this  study  have  been  misinterpreted 
by  many  persons.  The  statement  that  1/^.7  percent  of  these  families 
gave  tuberculosis  as  their  reason  for  coming  to  Anzona^  while  un- 
doubtedly true,  does  not  justify  an  assumption  that  14.7  percent  of 
all  persons  in  the  families  had  tuberculosis,  although  such  an  assump- 
tion has  seemingly  been  made  by  some  who  have  written  on  the 
problem.  There  were  pi-obably  only  a few  of  the  101  families  with 
more  than  one  case  of  tuberculosis  each.  If  a true  rate  were  derived, 
these  few  would  more  than  likely  be  offset  by  })ersons  counted  as 
tuberculous,  but  having  only  related  pnlmoiiary  conditions.  There- 
fore, the  computed  incidence  rate  of  4.0  percent  is  near  the  true  rate 
for  all  members  of  the  families. 

The  results  of  this  study  have  also  been  used  as  an  indication  of 
the  incidence  of  tuberculosis  in  all  family  transients  in  Phoenix  at 
that  time.  There  is  no  evidence  that  this  is  the  case.  The  study  was 
of  “transient  family  cases  that  applied  and  were  accepted  for  relief' 
[italics  supplied]  by  the  County  Welfare  Board,  and  of  “unattached 
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male  transients  {regutered)  at  the  Phoenix  [Transient]  Camp.” 
County  welfare  departments  almost  universally  (that  of  ISIaricopa 
County,  Ariz.,  is  no  exception)  are  public,  social,  case-work  agencies. 
In  such  an  agency,  before  a case  is  “accepted  for  relief,”  the  need  of 
the  ])articular  case  is  thoroughly  established  by  a social  worker.  It 
is  to  be  expected  therefore  that  the  incidence  of  need  and,  further,  of 
disease  would  be  higher  in  the  accepted  cases  or  those  under  care  than 
in  those  who  applied  and  were  not  accepted  for  relief.  In  fact,  the 
welfare  departments  of  Arizona  are  prohibited  by  law  from  giving 
care  to  nonresidents  except  in  emergency  cases.  That  persons  with 
conditions  classified  as  “emergencies”  are  most  needy,  requires  no 
proof.  It  was,  then,  in  a groiij)  of  selected  cases  that  a tuberculosis 
rate  of  4.0  j:>ercent  was  found.  The  sample  was  in  no  sense  a random 
sample  of  the  family  transient  poj)ulation. 

The  unattached  transients  discussed  in  the  same  study  were  “regis- 
tered” at  a transient  camp.  It  is  well  known  that  the  only  requisites 
to  such  registration  were  application  and  a statement  that  the  tran- 
sient.had  not  resided  in  that  })articular  State  for  as  long  as  1 year. 
Need  was  not  determined  before  registration.  In  this  group  the  in- 
cidence of  tuberculosis  was  found  to  l)e  1.34  percent.  It  is  believed 
that  the  unattached  transients  registered  at  the  Phoenix  Camp  were 
probably  a faii’ly  satisfactory  sain])le  of  the  entire  unattached  tran- 
sient popidation  registei-ed  at  ti‘a)isient  camj)S  in  Arizona  during  that 
time  and  the  data  are  of  value  in  estimating  the  amount  of  tubercu- 
losis in  that  group. 

Another  indication  of  the  size  of  the  tuberculosis  problem  among 
transients  in  the  resort  States  during  1935-36,  as  they  were  repre- 
sented in  Tucson,  Ariz.,  is  found  in  the  record  of  transient  cases 
handled  by  the  Pima  County  Welfare  Board  in  the  period  from 
November  1935  to  February  1936.^^  A summary  of  these  cases  is 
given  in  table  52. 

In  studying  this  table  it  must  be  kept  in  mind  that  all  these  cases 
were  “handled”  by  the  Pima  County  Welfare  Board  and,  like  the 
cases  “accepted”  by  the  Maricopa  County  Board,  they  were  cases 
under  care  in  which  a comparatively  high  incidence  of  disability  is 
expected.  Consequently,  they  do  not  constitute  a true  sample  of  the 
transient  population. 

Two-thirds  of  all  transients  handled  by  this  agency  during  the  4- 
month  period  gave  “health”  as  the  reason  for  coming  to  Arizona. 
This  cannot  be  interpreted  to  mean  that  the  health  of  each  individual 
transient  was  such  that  he  thought  a move  to  Arizona  was  justified. 
These  data  included  many  who  were,  at  the  time  of  their  contact 
with  the  Welfare  Board,  members  of  families  in  which  only  one 
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person  was  actually  ill  of  a condition  that  caused  the  migration. 
While  in  the  broadest  sense  all  members  of  those  families  did  come 
to  Arizona  because  of  health,  the  ill  health  was  usually  in  only  one 
person  per  family.  The  purpose  of  migration  of  the  other  members 
of  the  family  is  best  described  as  “to  accompany  an  ill  relative.” 

Table  52. — Distribution  of  interstate  transients  handled  by  the  Pima  County 
(Arim.)  Welfare  Board,  November  19S5-February  1936,  classified  as  to  reason 
for  coming  to  Arizona  and  as  to  major  disability  found,  according  to  family 
attachment  ^ 


Family  attachment 

Reason  for  coming  to  Arizona 

Found  with  major  disabilities 
on  examination 

Total 

Health 

Other 

Total 

Tuber- 

culosis 

Other 

Number 

Total  persons 

254 

172 

82 

100 

55 

45 

Unattached  transients 

65 

46 

19 

58 

31 

27 

Family  transients 

189 

126 

63 

42 

*24 

18 

Total  family  cases 

41 

28 

13 

38 

24 

14 

Percent 

Total  persons 

100.0 

67.7 

32.3 

39.4 

21.7 

17.7 

Unattached  transients 

100.0 

70.8 

29.2 

89.2 

47.7 

41.5 

Family  transients 

100.0 

66.7 

33.3 

22.2 

12.7 

9.5 

Total  family  cases 

100.0 

68.3 

31.7 

92.7 

58.5 

34.2 

> Data  from  (91). 

> Minimal  number,  based  on  one  case  per  family,  as  indicated  by  “Summary”  accompanying  data. 


The  importance  of  these  data  lies  in  the  fact  that  they  show  that 
during  a 4-month  period  a minimum  of  55  emergency  cases  of  tubercu- 
losis in  transients  applied  for  assistance  to  the  County  Welfare  Board 
in  Tucson,  a city  of  approximately  30,000  population,  and  that  these 
55  tuberculous  persons  brought  with  them  to  Tucson  approximately 
85  other  indigent  persons — members  of  their  immediate  families. 

C.  Edgar  Goyette,  Director,  has  furnished  an  analysis  of  the  transient 
family  case  load  of  the  Pima  County  Welfare  Board  for  a 30-month 
period,  March  1936  to  August  1938,  showing  that,  of  1,189  transient 
family  cases  given  emergency  assistance,  509  (42.8  percent)  were 
families  having  at  least  one  case  of  tuberculosis.  During  1937,  the 
only  year  for  which  complete  data  are  available,  190  tuberculous  fam- 
ilies were  given  assistance,  one  tuberculous  transient  family  for  each 
170  persons  in  the  resident  population.  It  cannot  be  doubted  that  this 
constituted  an  enormous  load  on  the  resources  of  that  small  city.  It 
will  be  shown  that  even  this  figure  probably  does  not  represent  the 
entire  problem  arising  from  the  tuberculous  transient. 

A study  of  the  migratory  tuberculosis  problem  in  the  Southwest 
was  conducted  by  the  United  States  Public  Health  Service  in  1915.'*® 
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While  the  investigation  was  not  concerned  primarily  with  the  indi- 
gency of  the  group  studied,  some  data  were  recorded  on  migratory 
tuberculous  persons  whom  the  present  study  would  call  transients. 

Lanza  concluded  that  about  400  indigent  tuberculous  persons  mi- 
grated to  Denver  annually.  Records  of  the  Municipal  Dispensary  of 
Denver  showed  that  342  tuberculosis  patients  were  treated  there  in 
approximately  10  months  in  1914.  Of  this  number  118,  or  34.5  percent, 
had  resided  in  Colorado  less  than  1 year."*^  Sweet  found  that  of  428 
“consumptive  paupers”  cared  for  in  San  Antonio,  over  the  4-year 
period  1910-13, 128,  or  30.0  percent,  were  persons  who  had  been  in  the 
State  less  than  1 year  at  the  time  of  application  for  assistance.  It  is 
further  shown  that  in  3 years,  1911-13,  in  the  same  city  the  Associated 
Charities  furnished  assistance  to  1,646  cases  of  all  types,  125,  or  7.59 
percent,  of  whom  were  “transient  consumptives.” 

Data  from  the  Transient  Case  Study,  extending  over  a 6-week 
period  in  each  city,  February  to  April  1938,  include  information  on 
past  tuberculosis  history  for  each  person  on  the  family  roster  of  cases 
studied.  The  exact  question  asked  about  each  person  was,  “Has  any- 
one, including  yourself  (informailt)  ever  thought  that  (name  of  per- 
son under  consideration)  had  tuberculosis  or  consumption?”  Replies 
to  this  question  by  the  case  informant,  in  every  instance  a member  of 
the  immediate  family,  were  recorded  as  “yes,”  “no,”  or  “unknown.” 
In  table  53  the  number  of  persons  with  such  a history  of  tuberculosis 
in  the  cities  of  the  resort  area  and  in  the  rest  of  the  United  States  is 
presented.  While  the  coverage  was  not  complete  for  either  area  and 
the  data  are  not  presented  as  a direct  measure  of  the  amount  of  tuber- 
culosis in  transients  in  the  tw'o  areas,  it  is  believed  they  do  give  an 
indication  of  the  size  of  the  problem  and  of  the  comparative  incidence 
of  tuberculosis  among  transients  in  the  two  areas. 

G^mparison  between  rates  for  unattached  transients  and  those  for 
persons  in  family  cases  is  not  justified,  because  of  the  age  distributions 
involved,  but  rates  for  unattached  transients  for  the  two  areas  may  be 
compared.  It  will  be  noted  that  the  rate  for  the  unattached  in  the  re- 
sort States  is  one-third  higher  than  that  in  the  rest  of  the  United 
States. 

Table  54  shows  similar  data  for  transient  adults  (15  years  and  older) 
in  family  cases  and  unattached  transient  adults.  It  will  be  seen  that 
there  is  a significantly  higher  percentage  of  tuberculosis  history  among 
transient  persons  in  interviewed  cases  in  the  cities  of  the  resort  States 
than  in  other  cities. 


^See  (75). 
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Table  53. — Distrihutian  of  a selected  sample'^  of  interstate  transients  with  history 
of  tuherculosis,  according  to  area  of  interview  and  family  attachment 


Persons  with  history 
of  tuberculosis 


Total. 


Area  of  interview  and  family  attachment 


All  persons 
in  cases 
interviewed 


Number 


Percent  of 
total  per- 
sons in 
cases  inter- 
viewed 


14. 693 


295 


2.0 


Resort  area  * 

Family  transients 

Unattached  transients. 

Rest  of  United  States 

Family  transients 

Unattached  transients. 


4,223 
2,  773 
1,450 
10. 470 
3, 632 
6,838 


95 

2.2 

55 

2.0 

40 

2.8 

200 

1.9 

56 

1.  5 

144 

2. 1 

' Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and 
May  7,  1938. 

* The  Southwestern  resort  States  include  Arizona,  Colorado,  and  New  Mexico. 


Table  54. — Distrihution  of  a selected  sample'^  of  unattached  interstate  transients 
and  of  adults  in  interstate  transient  families  icith  history  of  tuberculosis, 
according  to  area  of  interview  and  family  attachment 


All  per- 
sons in 
cases  inter- 
viewed 

Persons  wdth  history  of 
tuberculosis 

Area  of  interview  and  family  attachment 

Number 

Percent  of 
total  per- 
sons in 
cases  inter- 
viewed 

12, 182 

284 

2.3 

3,064 

90 

2.9 

1,614 
1,450 
9, 118 

50 

3. 1 

40 

2.8 

194 

2. 1 

2,280 
6, 838 

50 

2.2 

144 

2.1 

• Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and  May 
7. 1938. 


2 The  Southw’estern  resort  States  include  Arizona,  Colorado,  and  New  Mexico. 


Considering  the  difference  between  the  i^ercentages  of  all  transients 
with  a liistory  of  tnbercidosis  in  tlie  two  areas,  as  shown  in  table  53. 
and  the  size  of  the  transient  population  in  relation  to  the  total  popula- 
tion of  the  two  areas,  it  is  apparent  that  the  load  from  tuberculosis  in 
transients  falls  much  more  heavily  on  the  cities  of  the  resort  States. 
In  table  55  this  unequal  distribution  is  shown  on  an  annual  basis  in 
terms  of  transients  with  a history  of  tuberculosis  per  100,000 
population. 

Still  another  way  of  showing  the  proportion  of  tuberculous  persons 
among  transients  in  the  cities  of  the  Southwest  is  illustrated  by  table 
56  which  lists  certain  causes  of  migration.  It  will  be  seen  that  more 
than  1 percent  of  all  unattached  transients  started  migration  sj^ecifi- 
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cally  because  of  tuberculosis.  AVhen  asthma,  hay  fever,  chronic  bron- 
chitis, and  other  pulmonary  conditions  are  included,  the  figure  for 
“pidmonary  migrants”  becomes  3.8  percent.  The  corresponding  rates 
for  family  interstate  transients  (based  on  one  possible  case  to  the 
family)  are  0.9  percent  and  2.2  percent. 

Table  55. — Distribution  of  total  transients^  applying  for  public  assistance  in  20 
cities  and  of  transients  icith  history  of  tuberculosis,  according  to  location  of 
city 


Location  of  city 

Estimated 
annual  num- 
ber of  tran- 
sients in  all 
cases  apply- 
ing to  all 
agencies ' 

Estimated 
annual  num- 
ber of  tran- 
sients with 
history  of 
tubercuiosis 

Population 
1930  (in 
thousands) 

Number  of 
transients 
with  history 
of  tubercu- 
losis per 
100,000  popu- 
lation 

Total 

348, 000 

7, 000 

6,213 

113 

Cities  in  resort  area  * 

113. 000 

2,500 

406 

616 

Cities  in  rest  of  United  States 

235, 000 

4,  500 

5. 807 

77 

' Estimated  for  1 year.  In  arriving  at  the  estimated  number  of  transient  applications  for  the  entire  year, 
use  was  made  of  data  from  the  records  of  the  Federal  Emergency  Relief  Administration  Transient  Bureau 
in  1935  on  the  flow  of  transients  by  month  by  States,  and  of  data  from  the  Transient  Case  Study.  This 
method  is  believed  to  be  sufficiently  accurate  for  an  estimate  of  the  total  annual  transient  flow.  The  sea- 
sonal fluctuations  in  the  size  of  the  transient  population  in  the  Southwest  are  influenced  largely  by  the  matur- 
ing date  of  the  local  crops  and  by  prevailing  weather  conditions,  neither  of  which  have  changed  materially 
during  the  3-year  interval,  1935-38. 

* Southwestern  resort  States  include  Arizona,  Colorado,  and  New  Mexico. 


Table  56. — Distribution  of  a selected  sample^  of  interstate  transients  in  the 
resort  States^  irith  different  motires  for  migration,  according  to  family 
attachment 


Motive  for  migration 


Health 

All 

transients 

Condition  for  which  migration  began 

Non- 

health 

Family  attachment 

Total  3 

Pulmonary 

Total 

Tubercu- 

losis 

Other 

pul- 

monary 

Other 

Number 


Total 

3, 865 

173 

102 

37 

65 

71 

3,692 

Family  transients  3. 

2,772 

105 

61 

25 

36 

44 

2,667 

Unattached  transients 

1,093 

68 

41 

12 

29 

27 

1,025 

Percent 

Total 

100.0 

4.5 

2.6 

1.0 

1.6 

1.8 

95.5 

Family  transients 

100.0 

3.8 

2.2 

.9 

1.3 

1.6 

96.2 

Unattached  transients... 

100.0 

6.2 

3.8 

1. 1 

2.7 

2.5 

93.8 

> Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May 
7,  1938. 

2 The  Southwestern  resort  States  include  Arizona,  Colorado,  and  New  Mexico. 

3 Data  on  health  migrants  and  health  conditions  in  family  cases  relate  to  only  one  person  per  family. 
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The  validity  of  these  rates  is  supported  by  the  results  of  X-ray 
examinations  of  a number  of  adult  migratory  cotton  workers^®  in 
Maricopa  County,  Ariz.,  carried  out  in  the  spring  of  1938.  Table  57 
shows  the  results  of  interpretation  of  the  films. 


Table  57. — Distribution  of  a selected  sample  ‘ of  adult  migratory  cotton  icorkers 
examined  by  X-ray,  according  to  interpretation  of  roentgenograms  for  active 
tuberculosis 


Interpretation  of  roentgenograms 

Workers  examined 

Number 

Percent 

583 

100.0 

566 

97.1 

8 

1.4 

9 

1.5 

1 The  study  was  carried  out  by  the  Arizona  State  Board  of  Health  in  cooperation  with  the  U.  S.  Public 
Health  Service  during  the  late  winter  and  spring  of  1938  in  19  cotton  camps  in  Maricopa  County,  Ariz. 


The  incidence  of  definite  active  tuberculosis  in  this  group  was  found 
to  be  1.5  percent.  The  group  was  not  transient  in  the  sense  used 
in  the  Transient  Case  Study,  inasmuch  as  the  persons  concerned 
were  not,  at  the  time  of  examination,  applying  for  public  assistance. 
They  were,  however,  migrants  and  probably  had  not  acquired  legal 
settlement  under  Arizona’s  3-year  residence  ruling  inasmuch  as  they 
were  selected  because  of  residence  in  cotton  camps.  Brown, who 
studied  the  same  group  of  people  at  the  same  time,  has  shown  them  to 
be  “needy.” 

California  does  not  have  a particularly  acute  problem  from  tuber- 
culosis among  transients,  as  indicated  by  the  relative  incidence  of 
the  disease  among  transients  and  residents,  according  to  the  Depart- 
ment of  Public  Health  of  the  State.  In  July  1937,  the  Department 
began  a statistical  study  of  “the  incidence  of  positive  tuberculins  and 
active  tuberculosis  among  * * * the  migratory  population  of  the 

State.”  A summary  of  the  results  of  tuberculin  tests  is  shown  in 
table  58.  The  Department  comments  on  the  findings  of  the  study  to 
the  effect  that  it  was  of  particular  interest  to  note  that  the  total 
percentage  of  positive  tuberculin  tests  among  whites  was  26.9  and 
only  18.2  among  adolescent  (ages  15  to  19)  Avhites.  It  was  noted 
that  among  California  residents  in  comparable  age  groups  about  32 
percent  show  positive  tuberculin  tests.  In  all,  1,808  X-rays  were 
made.  Of  all  migrants  examined,  less  than  1 percent  showed  active 
tuberculosis.^® 


See  “Tuberculosis  Study,”  in  the  Introduction. 
“^See  ill). 

Prom  m). 

Prom  (ii). 


Figure  14. — Tuberculous  daughter  of  a transient  living  in  a camp  near  Sacramento,  Calif. 


Figure  15. — A transient  with  tnlicrcnlosis  “takes  the  cure”  in  a southwestern 

State. 
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Table  58. — Distributio7i  of  tuberculin  tests  given  migratory  agricultural  work- 
ers of  specified  race,  according  to  results  of  tests  ^ 


Results  of  tests 

All  tests 

Tests  given  workers  of  specified  race 

White 

Mexican 

Japanese 

Filipino 

Negro 

Total  tests  given 

2,511 

1,526 

806 

60 

98 

21 

Number  read 

2, 324 

1,410 

735 

60 

98 

21 

Number  positive 

798 

380 

338 

19 

48 

13 

Percent  positive 

34.3 

26.9 

45.9 

31.6 

49.0 

6Z0 

> Data  supplied  by  Dr.  S.  F.  Farnsworth  of  the  California  Department  of  Public  Health. 


By  way  of  summary,  it  may  be  said  that  in  the  resort  States  the 
incidence  of  pulmonary  tuberculosis  among  transients  is  very  proba- 
bly 2 to  3 percent.  There  are  approximately  3,000  tuberculous  transi- 
ent persons  annually  requesting  public  assistance  in  the  procurement 
of  the  ordinary  necessities  of  life  in  the  5 study  cities  of  these  States. 
If  all  the  towns  and  cities  of  these  States  are  included,  the  number 
requesting  public  assistance  during  1 year  would  be  nearer  5,000. 

A considerable  number  of  tuberculous  transients  have  undoubtedly 
not  been  included  in  any  of  the  data  presented.  The  Transient  Case 
Study  was  concerned  only  with  persons  applying  for  public  assistance; 
therefore,  the  whole  group  of  nonresident  tuberculous  persons  able  to 
secure  ordinary  necessities  but  unable  to  secure  institutional  care  were 
not  appreciably  sampled  in  the  Study.  Because  of  various  factors 
tending  to  keep  tuberculous  persons  who  need  assistance  only  in 
securing  hospitalization  from  applying  for  it,  the  proportion  of 
tuberculous  transients  among  applicants  for  public  assistance  must 
be  lower  than  that  among  the  entire  transient  population.  In  the 
absence  of  more  definite  data,  it  is  estimated  that  the  resort  area  con- 
tains 10,000  needy  tuberculous  persons  who  have  not  fulfilled  the 
requirements  for  legal  settlement  in  the  respective  States. 

Syphilis. — In  the  discussion  of  tuberculosis  the  theoretical  approach 
of  estimating  and  evaluating  dilution  effects,  that  is,  the  effect  of 
mixing  twm  populations  with  dissimilar  incidence  rates  of  tuberculosis, 
was  given  consideration.  This  approach  was  appropriate  in  connec- 
tion with  tuberculosis  inasmuch  as  the  disease  is  often,  perhaps  most 
often,  transferred  from  one  person  to  another  without  physical  con- 
tact and  without  knowledge  of  the  transfer.  The  tuberculous  parent 
with  a positive  sputum  usually  cannot  prevent  infecting  and  rein- 
fecting his  children  so  long  as  he  remains  in  the  household  with  them, 
since  he  cannot  easily  avoid  the  dissemination  of  tubercle  bacilli  in 
conversation,  sneezing,  or  coughing,  nor  can  he  avoid  some  transfer 
of  infection  as  he  mingles  with  his  fellow  townsmen  and  neighbors. 
Society  has  recognized  the  probability  of  effective  contact  of  the 
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luberciilous  with  other  persons  through  the  necessary  activities  of 
ordinary  life  and  has  endorsed  isolation  of  the  tuherculous  in  hospitals. 

The  situation  is  not  the  same  with  respect  to  syphilis.  Effective 
contact  in  syphilis  is,  in  most  cases,  the  result  of  sexual  or  erotic 
physical  contact.  There  is  not  an  intermingling  of  all  persons  within 
a community  in  such  a manner  that  syphilis  transfer  might  he  as 
likely  from  one  person  as  another.  Environmental  influences,  such 
as  education,  social  and  economic  status,  moral  views,  and  personal 
hahits,  are  so  important  that  there  is  a decided  tendency  for  syphilis 
in  a given  social  or  economic  grouj)  to  spread  within  that  group  more 
lapidly  than  into  others.  The  theoretical  a])proach  of  evaluating 
dilution  effects  on  the  general  population  would  have  little  meaning  in 
a discussion  of  syjfliilis.  The  important  consideration  in  a discussion 
of  syphilis  seems  to  he  the  extent  of  the  danger  to  resident  contacts 
from  transients  with  infectious  syphilis  and  how  it  compares  with  the 
similar  danger  from  residents  who  are  likely  to  have  the  same  contacts. 

The  data  on  syphilis  incidence  to  he  presented  in  this  section  relate 
to  unattached  male  transients.  The  resident  group  most  likely  to 
have  the  same  sexual  contacts  as  male  unattached  transients  are  the 
local  homeless  males  who  most  nearly  resemble  them  so  far  as  social, 
economic,  and  habit  patterns  are  concerned. 

Several  factors  on  which  the  propagation  of  existing  communicable 
disease  depends  may  be  disregarded  in  this  discussion.  Factors  which 
in  syphilis  are  ]:>robably  not  significantly  influenced  in  a community  by 
the  presence  of  transients  are : The  susceptibility  of  the  population,  the 
virulence  of  the  organism,  and  the  rate  of  transfer  of  infection  per  case. 

A careful  study  of  the  incidence  of  syphilis  among  indigent  transient 
men  applying  for  residence  in  camps  under  the  Federal  Emergency 
Relief  Administration  Transient  Program  in  Minnesota  in  1934-35 
has  been  made  by  Dukelow.  The  examinations  comprising  the  stud}' 
were  made  in  conjunction  with  the  routine  physical  examination  re- 
quired of  all  such  applicants  and  were  made  on  6,534  white  men  and 
728  Negro  men.  Data  presented  include  history  of  syphilis,  evidence 
of  congenital  syi)hilis,  primary  syphilis,  or  secondary  syphilis,  and 
serological  reactions  by  the  Kline  and  Kolmer  techniques.®® 

Tliree  out  of  2,419  white  and  2 out  of  350  Negro  transient  men  were 
diagnosed  as  having  either  primary  or  secondary  syphilis,  a rate  foi- 
the  two  groups  of  0.124  jiercent  and  0.571  percent  respectively.®^ 
Although  these  examinations  were  carefully  done  on  a comparatively 
large  number  of  transient  men,  the  rates  established  are  not  signifi- 
cantly above  zero  and,  accordingly,  are  of  limited  usefulness.  In  order 
to  overcome  this  objection  it  would  be  necessary  to  examine  a much 


“See  (.97)  and  (,’18). 
See  (.97)  and  (.98). 
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larger  group  than  was  clone  under  the  Federal  Emergency  Relief  Ad- 
ministration Transient  Program  or  was  possible  during  the  present 
study.  A great  deal  of  data  on  this  subject  can  be  compiled  from  the 
records  of  routine  examinations  of  transients  during  1934r-35,  but  in 
almost  no  instances,  other  than  the  study  in  Minnesota,  was  the  work 
clone  with  sufficient  exactitude  for  the  results  to  have  statistical  value. 

Syphilis  incidence  will  be  discussed  as  determined  by  serological 
i-eactions.  In  table  59  are  shown  percentages  of  the  6,508  white 
transient  men  and  727  Negi-o  transient  men,  over  15  years  of  age, 
by  10-year  age  groups,  whose  tests  were  interpreted  as  “serological 
reaction  positive”  in  the  study  by  Dukelow.  It  will  be  seen  that  among 
Negro  transients  there  were  higher  percentages  of  tests  in  all  ages 
interpreted  as  “positive”  than  among  white  transients,  but  the  greatest 
difference  occurs  in  the  two  youngest  groups,  and  differences  decrease 
as  the  age  of  those  tested  increases. 


Tabi.e  .')9. — Distribution  of  positive  serological  reactions  of  6,508  white  and  I'H'l 
~ ^egro  transients ' examined  in  Minnesota  in  193It~35,  according  to  the  age  of 
the  individuals  - 


.Vge  group 

White 

Negro 

Total 

examined 

Percent 

serological 

reaction 

positive 

Total 

examined 

Percent 

serological 

reaction 

positive 

Total 

3 6. 508 

7.4 

* 727 

18.8 

15-24 : 

1,233 

2.11 

235 

14.0 

25-34 

1,707 

6.80 

241 

25.3 

35-44 

1,578 

8. 81 

168 

17.9 

45-54 

1,225 

9.88 

56 

17.9 

55-64 

565 

11.86 

» 27 

11. 1 

65  and  over. 

200 

7.00 

* According  to  Federal  Emergency  Relief  Administration  definition  of  the  term. 

* Data  from  (S8) . 

s Excluding  26  of  unknown  age. 

* Excluding  1 of  unknown  age. 

> Includina  all  of  known  age,  55  years  of  age  and  over. 

Because  of  the  very  common  practice  of  using  the  designations  “local 
homeless,”  “intrastate  transients,”  and  “interstate  transients,”  it  was 
believed  important  in  the  present  study  to  compare  syphilis  incidence 
among  these  three  classes  of  homeless  persons.  An  opportunity  to 
make  such  a study  was  offered  in  the  Cincinnati  Shelter  Care  Division 
Hospital  which  serves  all  three  types  of  homeless  persons  and,  further- 
more, has  both  the  medical  and  social  facilities  necessary  for  such  a 
study  .'^- 

Table  60  shows  the  results  of  the  serological  tests  on  white  interstate 
transients  in  this  institution,  with  the  combined  interpretation  of  the 


Refer  to  the  Introduction  for  further  description  of  the  study. 
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two  tests  by  the  Kahn  and  Kolmer  techniques.®®  It  will  be  noted  that, 
while  7.9  percent  of  the  total  had  serology  positive  for  syphilis,  the 
percentage  varied  from  3.5  percent  in  the  age  group  15-24  to  11.1  per- 
cent in  the  age  groups  55-64  and  65  and  over.  This  seems  to  indicate 
a direct  relationship  in  these  transients  between  age  and  probability  of 
having  positive  serology.  There  is  also  a remarkable  similarity  be- 
tween the  rates  determined  in  Minnesota  in  1934-35  and  those  found  in 
Cincinnati  3 years  later. 


Table  60. — Distribution  of  596  white  interstate  transient  males  of  different  age 
groups  examined  by  serological  reaction,  according  to  technique  of  test  and 
interpretation  of  combined  results  ^ 


bined  results 


All 

tran- 

sients 

Age  group 

15-24 

25-34 

35-44 

45-54 

55-64 

65  and 
over 

Number 

596 

173 

173 

139 

75 

27 

540 

167 

154 

123 

64 

24 

8 

535 

167 

152 

122 

63 

23 

8 

1 

0 

1 

0 

0 

0 

0 

4 

0 

1 

1 

1 

1 

0 

9 

0 

3 

3 

3 

0 

0 

5 

0 

3 

1 

1 

0 

0 

4 

0 

0 

2 

2 

0 

0 

0 

0 

0 

0 

0 

0 

0 

47 

6 

16 

13 

8 

3 

1 

0 

0 

0 

0 

0 

0 

0 

39 

6 

15 

10 

5 

2 

1 

8 

0 

1 

3 

3 

1 

0 

Percent 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

90.6 

96.5 

89.0 

88.5 

85.3 

88.9 

88.9 

89.8 

96.5 

87.9 

87.8 

84.0 

85.2 

88.9 

.2 

.6 

.7 

.6 

.7 

1.3 

3.7 

1.5 

1.7 

2.2 

4.0 

.8 

1.7 

.7 

1.3 

.7 

1.4 

2.  7 

7.9 

3.5 

9.2 

9.3 

10.7 

11.1 

11.1 

6.5 

3.5 

8.7 

7.2 

6.7 

7.4 

11.1 

1.3 

.6 

2.2 

4.0 

3.7 

Eahn 


Kolmer 


Total - 


Negative. 

Negative. 

Doubtful- 


Serology  negative. . 
Negative.. 
Doubtful- 
Negative., 


Negative. 
Positive. - 
Doubtful. 


Serology  doubtful..., 
Positive... 
Negative., 
Doubtful. 


Positive. - 
Positive.. 
Doubtful - 


Serology  positive 

Doubtful. 
Positive... 
Positive... 


Total - 


Negative- 

Negative. 

Doubtful. 


Serology  negative 

Negative- 
Doubtful. 
Negative., 


Negative. 

Positive.. 

Doubtful. 


Serology  doubtful 

Positive... 
Negative.. 
Doubtful. 


Positive.. 

Positive.. 

Doubtful- 


Serology  positive 

Doubtful. 
Positive... 
Positive... 


iThe  blood  specimens  were  collected  in  the  spring  of  1938  at  the  Cincinnati,  Ohio,  Shelter  Care  Division 
Hospital  of  the  Department  of  Safety,  under  the  direction  of  Dr.  E.  B.  Brandes.  The  serological  exam- 
inations were  made  at  the  U.  S.  Public  Health  Service  Venereal  Disease  Research  Laboratory,  Stapleton, 

N.  Y. 

Tables  61  and  62  present  data  on  the  percentage  of  positive  sero- 
logical reactions  in  the  homeless  men  studied  in  Cincinnati  by  race, 


*3  Similar  tables  for  the  two  other  classes  of  white  cases  and  all  classes  of  Negro  cases 
are  on  file  in  the  Division  of  Public  Health  Methods,  National  Institute  of  Health. 
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age  group,  and  legal  settlement  status.  Since  there  was  considerable 
difference  in  the  age  distribution  of  those  tests  in  the  three  categories 
by  legal  settlement  status,  adjustment  to  a standard  population  within 
each  race  has  been  made  so  that  a comparison  between  the  groups 
is  more  meaningful.  There  was  no  particular  difference  between 
the  age  distribution  of  white  and  Negro  homeless  males  in  the  same 
legal  settlement  groups;  hence  age  adjustment  was  made  within  the 
two  races  and  not  between  them. 


Table  61. — Distribution  of  91 4 homeless  white  men  of  different  settlement  status 
according  to  age,  and  percentage  of  each  group  serologically  positive  for 
syphilis  ^ 


Age  group 

All  men  examined 

Percent  serologically  positive 

Total 

Local 

homeless 

Intrastate 

transients 

Interstate 

transients 

Local 

homeless 

Intrastate 

transients 

Interstate 

transients 

Total 

914 

195 

123 

596 

13.3 

8.1 

7.9 

15-24 

207 

6 

28 

173 

3.6 

3.5 

25-34. - 

232 

25 

34 

173 

12.0 

17.6 

9.2 

35^ 

217 

45 

33 

139 

17.8 

3.0 

9.3 

45-54 

151 

62 

24 

75 

5.8 

8.3 

10.7 

55-64 

82 

51 

4 

27 

13.7 

11.1 

65  and  over 

25 

16 

0 

9 

31.2 

11.1 

* The  blood  specimens  were  collected  in  the  spring  of  1938  at  the  Cincinnati,  Ohio,  Shelter  Care  Division 
Hospital  of  the  Department  of  Safety,  under  the  direction  of  Dr.  E.  B.  Brandes.  The  serological  examina- 
tions were  made  at  the  U.  S.  Public  Health  Service  Venereal  Disease  Research  Laboratory,  Stapleton,  N.  Y. 


Table  62. — Distribution  of  256  homeless  Negro  men  of  different  settlement  status 
according  to  age,  and  percentage  of  each  group  serologically  positive  for 
syphilis  ^ 


Age  group 

All  men  examined 

Percent  serologically  positive 

Total 

Local 

homeless 

Intrastate 

transients 

Interstate 

transients 

Local 

homeless 

Intrastate 

transients 

Interstate 

transients 

Total 

256 

106 

24 

126 

38.7 

37.5 

29.4 

15-24  

67 

5 

6 

46 

20.0 

21.7 

25-34 

80 

30 

8 

42 

26.7 

50.0 

33.3 

35-44 

56 

26 

8 

22 

60.0 

60.0 

18.2 

45-64 

42 

25 

2 

15 

44.0 

50.0 

60.0 

65-64 

15 

15 

0 

0 

46.7 

6 

5 

0 

1 

20.0 

> The  blood  specimens  were  collected  in  the  spring  of  1938  at  the  Cincinnati,  Ohio,  Shelter  Care  Division 
Hospital  of  the  Department  of  Safety,  under  the  direction  of  Dr.  E.  B.  Brandes.  The  serological  examina- 
tions were  made  at  the  U.  S.  Public  Health  Service  Venerea  IDisease  Research  Laboratory,  Stapleton,  N.Y. 


The  expected  percentages  in  each  group,  if  all  groups  had  been 
similar  in  age  distribution,  are  summarized  in  table  63,  arranged 
by  color  and  legal  settlement  status.  It  will  be  noted  that,  in  all 
categories,  white  men  have  a considerably  lower  incidence  of  positive 
serology  than  do  Negroes.  In  both  races  interstate  transient  males 
showed  a lower  percentage  of  positive  sera  than  did  the  local  home- 
less. This  is  believed  to  be  an  important  consideration. 
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111  conclusion  it  may  be  said  that,  from  the  consideration  of  inci- 
dence on  the  basis  of  serology  only,  unattached  males  in  Cincinnati 
constitute,  to  their  contacts,  a considerable  danger  from  syphilis  and 
that,  of  the  three  groups  by  legal  settlement,  the  local  homeless 
has  the  highest  incidence  rate  and  consequently  is  most  dangerous. 

Table  6.3. — Expected  percentage^  of  persons  of  different  legal  status,  serologi- 
cally positive,  among  homeless  men  in  a population  adjusted  for  age  'within  a 
race,,  according  to  race 


Legal  settlement  status 


Race 

Local  home- 
less 

lutrastate 

transient 

Interstate 

transient 

• 10.4 

7.4 

8.3 

Xegro 

33.6 

34.8 

28.9 

> Based  on  data  from  a study  of  the  serological  reactions  for  syphilis  of  homeless  men.  The  blood  speci- 
mens were  collected  in  the  spring  of  1938  at  the  Cincinnati,  Ohio,  Shelter  Care  Division  Hospital  of  the  De- 
partment of  Safety,  under  the  direction  of  Dr.  E.  B.  Brandos.  The  serological  examinations  were  made 
at  the  U.  S.  Public  Health  Service  V’enereal  Disease  Research  Laboratory,  Stapleton,  N.  Y. 

The  type  of  syphilis  among  transients  is  probably  identical  in  every 
way  with  that  found  in  resident  groups.  Contracted  in  the  same  man- 
ner, it  has  the  same  incubation  period,  symptoms,  and  objective  signs, 
and,  without  treatment,  will  remain  infectious  for  the  same  length  of 
time.  However,  an  infectious  case  of  syphilis  will  become  noninfec- 
tious  much  more  quickly  if  treated  adequately ; hence  the  question  be- 
comes., “Do  transients  receive  treatment  for  syphilis  as  early  as  com- 
parable residents  and  are  they  equally  likely  to  continue  treatment?” 
Early  and  continuous  treatment  for  syphilis  in  the  needy  depends  on 
a number  of  factors  and,  in  the  light  of  existing  knowledge  about  these 
factors,  a reasonably  correct  judgment  can  be  made. 

Treatment  of  an  individual  case  of  infectious  syjdiilis  depends 
initially  on  the  ])atient’s  realization  that  his  symptoms  or  lesions  are 
a manifestation  of  disease  for  Avhich  he  should  have  medical  advice. 
There  is  no  reason  to  assume  any  difference  between  transients  and 
comparable  residents  in  this  respect. 

The  individual  must  also  know  of  available  medical  care  and  be 
willing  to  avail  himself  of  it.  In  this  respect  the  transient  is  at  a dis- 
tinct disadvantage.  In  many  cities  treatment  is  not  available  to  the 
transient.  Even  where  clinics  will  accept  him,  he  is  less  likely  than 
the  resident  to  know  of  treatment  centers  or  physicians  that  will  treat 
him  free  or  at  reduced  rates.  Also,  he  is  probably  more  averse  to 
admitting  his  condition  to  public  officials  than  a local  man  would  be. 
The  transient  usually  thinks  of  himself  as  definitely  a stranger  in  the 
community.  He  knoAvs  that  residents  think  he  does  not  belong.  He 
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has  learned  early  in  his  transiency  that  a request  for  assistance  is  often 
granted  only  as  he  promises  to  leave  the  jurisdiction  of  the  agency  to 
which  he  applies.  It  would  be  very  surprising  if  he  were  not  more 
reluctant  than  the  resident  to  request  public  medical  care  for  syphilis. 

Fortunately,  it  seems  Aery  probable  that  the  ill  efiects  of  the  tran- 
sient’s ineligibility  for  treatment,  or  at  least  the  discrimination  against 
him  AAdien  he  seeks  it,  Avill  soon  be  mitigated.  Paragraph  5,  Section 
XV,  of  the  “Kegidations  gOA^erning  allotments  and  payments  to  States 
for  venereal  disease  control  actiA’ities  for  the  fiscal  year  1940”  states: 
“To  receiA’e  funds  under  this  Act,  diagnostic  and  treatment  services 
shall  be  as  freely  aA^ailable  to  infected  residents  of  other  States  and 
counties  as  to  people  avIio  reside  in  the  goA-ernmental  unit  providing 
the  services.”  As  the  funds  provided  for  this  purpose  increase  and 
as  the  numbers  of  clinics  receiA’ing  financial  aid  under  the  Act  become 
more  numerous,  there  should  be  less  discrimination  against  the  tran- 
sient Avith  syphilis,  and  he  should  be  more  likely  to  avail  himself  of 
known  facilities;  as  a consequence,  his  danger  to  residents  will  be 
lessened. 

Typh-oid  fever  and  dysentery. — In  these  tAvo  diseases  one  Avould 
ex^Aect  the  greatest  difference  in  incidence  betAveen  transients  and 
residents.  The  deplorable  sanitary  conditions  under  Avhich  many 
transients  liA^e  have  been  Avidely  discussed.  Transients  Avho  live  in 
croAvded  camps  Avithout  a safe  Avater  and  food  supply  and  Avithout 
proper  sewage  disposal  Avould  be  expected  to  have  a higher  incidence 
of  these  diseases  than  Avould  residents  of  toAvns  and  cities  Avith  adecpiate 
sanitary  facilities  or  rural  jAeople  living  in  Avell-ordered  individual 
homes. 

Morbidity  reports  on  these  diseases  are,  unfortunately,  not  avail- 
able by  residence  status.  HoAveA^er,  health  Avorkers  and  most  social 
Avorkers  Avho  have  had  any  experience  Avith  transients  testify  to  the 
high  prevalence  of  this  type  of  disease  among  them.  Dr.  Lee  A.  Stone, 
Director  of  the  Madera  County  (Calif.)  Health  Department,  tells 
of  one  niigratoiw  agricultural  family:  “The  Dozier  clan  * * * 

began  presenting  the  county  Avith  cases  of  typhoid  fever.  A total  of 
11  cases  of  typhoid  fever  occurred  out  of  the  42  (individuals)  in  the 
clan.”  Only  3 cases  of  typhoid  fever  occpi’red  in  Madera  County 
in  1938,  all  of  them  among  migratory  agrioiltural  Avorkers  from 
Oklahoma.®® 

Dr.  Ellis  D.  Sox,  Health  Officer  of  Tulare  County  (Calif.) , says : “Of 
the  12  cases  of  typhoid  fever  occurring  in  Tulare  County  during  the 


“See  (121). 

See  (109),  p.  3. 
“Prom  (53). 
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last  6 months  of  1938,  all  but  2 were  in  camps  and  directly  in  our 
migratory  population.  Forty-three  cases  occurred  during  the  last 
6 months  of  1937.”  His  comments  on  the  Avork  being  done  to  combat 
the  situation  are:  “The  control  of  typhoid  fever  has  been  largely 
through  immunization  and  education  until  the  present  health  depart- 
ment was  estabished  [July  1938]  and  since  then  the  control  of  typhoid 
fever  has  been  primarily  through  cleaning  up  of  insanitary  condi- 
tions.” 

The  Agricultural  Experiment  Station  of  the  University  of  Wash- 
ington reports  that  in  the  hop  camps  of  that  State,  “Sickness,  particu- 
larly dysentery,  Avas  found  in  nearly  all  camps.  In  one  large  camp 
the  nurse  on  duty  said  that  in  2 weeks  she  had  dispensed  3 gallons  of 
dysentery  medicine.  In  no  other  camp  was  this  service  pro- 
Auded  * * *.” 

Dr.  J.  D.  Dunshee,  of  the  Arizona  State  Board  of  Health,  says: 
“Typhoid  fever  has  been  found  existent  with  4 cases  in  one  camp 
and  3 additional  suspicious  ones  in  the  same  camp.  Dysentery  is 
common  * * *.”59  a report  by  the  Children’s  Bureau  seA^.ral 

instances  of  small  localized  epidemics  of  both  typhoid  feA^er  and  dysen- 
tery are  cited.®® 

During  the  Transient  Case  Study  all  persons  interviewed  were  ques- 
tioned on  immunity  to  typhoid  fever.  Presumptive  immunity  Avas 
based  on  (1)  having  had  typhoid  fever  at  any  time;  or  (2)  having  had 
three  inoculations  against  typhoid  fcA^er  at  Aveekly  intervals  within  the 
last  3 years.  In  table  64  the  data  from  these  questions  are  shoAvn. 

It  is  believed  that  the  transient  groups  studied  contain  a relatiA^ely 
high  proportion  of  presumptive  immunes  as  compared  with  either  a 
predominantly  rural  or  an  urban  population,  and  that  this  is  true 
largely  as  a result  of  the  intensive  campaign  of  immunization  carried 
out  by  the  departments  of  health  of  some  of  the  western  States,  par- 
ticularly Arizona,  California,  and  Washington.  Dr.  Walter  M.  Dickie 
of  California  reports  on  September  4,  1937,  that  “Up  to  August  27, 
almost  24,000  injections  of  typhoid  vaccine  have  been  administered  to 
migrants.”  ®^  The  Maricopa  County  (Ariz.)  Health  Department  had 
placed  emphasis  on  this  campaign  during  the  year  prior  to  the  Tran- 
sient Case  Study,  and  the  California  State  Department  of  Health 
had  done  likewise  throughout  the  counties  with  any  considerable 
transient  agricultural  problem. 


®'^Prom  (5S). 

»«See  {m),  p.  20. 

See  (S9). 

“See  (7;,). 

"See  (32),  p.  127. 
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Table  64. — Distribution  of  transients  with  presumptive  immunity  to  typhoid 
fever  interviewed  in  20  study  eities,  according  to  family  attachment ' 


Family  attachment 

All  persons 
in  cases 
interviewed 

Persons  with  presumptive 
immunity  to  typhoid  fever 

Number 

Percent  of 
total  per- 
sons in  cases 
interviewed 

Total 

16, 145 

5, 305 

Family  transients 

7, 105 

1,849 

26.0 

Unattached  transients - 

9,040 

3, 456 

38.0 

> Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered 
by  the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8,  1938,  and  May 
7,  1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  pre- 
■oeding  the  date  of  interview. 

Six  cases  of  t3^phoid  fever  were  reported  as  having  occurred 
'during  the  3-month  survey  period  among  the  6,560  transients  in 
interviewed  cases  in  Arizona  and  California.  Expressed  as  an  an- 
nual incidence  rate,  this  is  367  cases  per  year  per  100,000  transients, 
although  the  annual  rate  of  typhoid  and  paratyphoid  fever  reported 
for  the  entire  United  States  was  11  per  100,000  in  1938.®^ 

It  is  doubtful  whether  or  not  the  rate  determined  for  transients 
is  as  high  as  the  one  actually  occurring  among  these  people.  For 
example,  although  roughly  one-fourth  of  the  6,560  transients  inter- 
viewed in  Arizona  and  California  were  unattached  transients,  no 
case  of  typhoid  was  reported  as  having  occurred  among  this  group 
within  3 months.  The  factor  of  health  selection  probably  operated 
to  eliminate  from  the  unattached  transient  group  studied  those  who 
had  had  typhoid  fever  during  the  3 months  just  prior  to  the  Transient 
Case  Study.  It  is  a debilitating  disease  and  one  with  a compara- 
tively long  period  of  convalescence.  Few  unattached  transients  who 
had  had  typhoid  fever  in  the  preceding  3 months  would  be  found 
by  the  method  of  study  used  since  the  majority  of  those  who  had 
suffered  from  the  disease  had  probably  either  merged  into  the  resi- 
dent population  by  returning  to  their  States  of  legal  settlement  or 
had  remained  in  the  hospital  as  convalescents. 

Another  reason  for  suspecting  that  the  number  of  cases  reported 
was  fewer  than  actually  occurred  is  that  so  few  of  the  cases  were 
diagnosed  by  physicians.  An  illustration  is  the  “K”  family,  inter- 
viewed in  California.  The  family  consisted  of  a grandmother,  two  of 
her  daughters,  her  son  and  daughter-in-law  and  their  five  children. 
The  family  migrated  from  Oklahoma  to  California  in  January  1938 
for  the  health  of  one  of  the  daughters  who  suffered  from  “asthma.” 
None  of  them  had  presumptive  immunity  to  typhoid  fever.  On 


“See  (.120). 
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February  14,  one  of  the  grandchildren  became  ill  with  symptoms 
of  “fever  and  diarrhea.”  Of  two  physicians  who  saw  the  child  inde- 
pendently, one  thought  it  had  measles,  the  other  diagnosed  the 
condition  as  scarlet  fever.  Forty-three  days  later,  at  the  time  of  the 
interview,  the  child  was  still  ill.  On  the  tenth  or  eleventh  day  of 
March,  six  other  members  of  the  family  became  ill.  Of  the  six,  two 
were  considered  typhoid  fever  ca.ses  by  physicians  and  hospitalized; 
another  had  “diarrhea  and  stomach  pain”  but  was  not  seen  by  a 
physician  and  was  still  ill  at  the  time  of  intervieAv;  two  others, 
aged  10  and  3 years,  had  “fever  and  headaclie”  and  were  seen  by  a 
physician  but  no  diagnosis  was  made;  and  the  last,  a baby  of  10 
months,  had  been  seen  b}-  a physician  and  the  case  diagnosed  as 
“measles.”  The  gi’andmother  was  of  the  opinion  that  some  of  those 
not  hospitalized  had  typhoid  fever  aFo,  since  “they  acted  like  Robert 
and  Lucille  did.”  She  could  very  well  be  correct. 

Smail'pox. — The  incidence  of  smallpox  among  transients  has  been, 
and  still  is,  very  high.  Dr.  Lee  A.  Stone,  of  Madera  County,  Calif., 
repoited  44  cases  of  smallpox  in  one  camp  in  a period  of  about  4 
months  in  1938.®®  Dr.  A.  N.  Crain,  Director  of  the  Maricopa  County 
(Ariz.)  Health  Unit,  reports;  “We  have  had  and  are  still  having 
[March  1939]  an  epidemic  of  smallpox,  brought  into  the  State  by 
transients.  There  have  been  150  ca.ses  from  such  contacts  and  new 
cases  are  yet  being  found.”  Dr.  Warren  F.  Fox,  health  officer  of 
Imperial  County,  Calif.,  reports:  “During  the  past  few  months 
[spring  1939]  we  have  had  10  cases  of  smallpox  imported  * * * 

from  Arizona.  One  case  crossed  the  State  line  in  the  eruptive  stage 
via  a freight  car!”®®  Dr.  Ellis  D.  S'ox,  Health  Officer  of  Tulare 
County,  Calif.,  reports  in  March  1939:  “We  are  in  the  midst  of  a 
small  epidemic  [of  smallpox]  at  the  present  time  Avhich  has  been 
brought  into  this  county  by  migratory  workers  from  the  northern 
part  of  the  State  and  * * * Buckeye,  Ariz.  The  county 

has  had  360  cases  of  smallpox  during  the  last  12  months.”  ®®  Dr. 
John  J.  Sippy,  District  Health  Officer,  San  Joaquin  County,  Calif., 
reports  62  cases  of  smallpox  in  the  county  during  1938,  15  of  which 
Avere  in  migratory  agricultural  workers.  Up  to  Maich  1939,  3 cases 
of  smallpox  had  occurred  in  San  Joaquin  Count3\  2 of  which  were 
exposed  in  Maricopa  Count3%  Ariz.,  and  rode  bj^  auto  to  California.®^ 
On  one  day  in  the  field  the  author  of  this  study  saw  5 cases  diag- 
nosed as  smallpox  and  traceable  to  cotton  Avorkers  in  Arizona. 


See  (109). 
««  See  (53). 
“See  (53). 
««  See  (53). 
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The  percentage  of  transients  having  presumptive  immunity  against 
smallpox  either  because  they  have  been  vaccinated  or  have  had  the  dis- 
ease is  somewhat  higher  than  for  immunity  against  typhoid  fever. 
Table  65  shows  the  number  and  {percentage  of  transient  {persons  who 
“had  had  smallpox  or  had  a vaccination  scar  and  had  been  vaccinated 
within  the  {past  7 years.”  The  higher  percentage  of  {Presumptive  im- 
munity against  smallpox  does  not,  however,  mean  that  transients  neces- 
sarily have  better  {protection  against  small{POx  than  against  ty{phoid 
fever.  Individual  {protection  against  the  latter,  in  {present-day  {prac- 
tice, is  predicated  on  avoidance  of  ex{Posure,  chiefly  through  food  and 
water,  and  on  artificial  active  immunization  if  exposure  is  believed 
unavoidable.  This  is  not  the  case  with  smallpox.  No  person  is  con- 
sidered reasonably  {protected  against  this  disease  unless  he  has  had  a 
successful  vaccination  against  the  disease  within  the  last  few  years. 


Table  65. — Distrihution  of  transients  with  presumptive  immunity  to  smallpox 
interviewed  in  20  study  cities,  according  to  family  attachment^ 


Family  attachment 

All  persons 
in  cases 
interviewed 

Persons  with  presumptive 
immunity  to  smallpox 

Number 

Percent  of 
total  persons 
incases  inter- 
viewed 

Total 

16, 145 

7, 105 
9,040 

7, 554 

2, 915 
4,639 

Bm46J8 

41.0 

51.3 

Family  transients.. 

Unattached  transients 

• Persons  included  in  the  selected  sample  of  transients  applying  for  public  assistance  in  20  cities  covered  by 
the  Transient  Case  Study.  The  Study  extended  over  a 6-week  period  between  March  8, 1938,  and  May  7, 
1938.  The  interval  for  which  disabling  illnesses  were  reported  by  transients  includes  the  3 months  preceding 
the  date  of  interview. 

Along  with  the  {program  of  inoculation  against  ty{phoid  which  has 
been  cited,  many  local  and  State  health  de{Partments  are  giving  a 
great  deal  of  attention  to  seeing  that  all  migratory  agricultural 
workers  are  protected  against  smallpox.  In  Tulare  County  alone, 
18,000  individuals  were  vaccinated  against  smallpox  during  1938  by 
the  County  Health  Department.®*  Equally  heroic  efforts  are  being 
made  by  other  health  departments  in  California  and  Arizona.  How- 
ever, it  is  not  likely  that  any  such  departments,  under  their  present 
budgets,  will  be  able  to  approximate  100  {percent  vaccination  of  the 
transients  under  their  jurisdiction  without  serious  neglect  of  other 
duties.  Even  in  the  Farm  Security  Administration  cam{Ps  where 
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health  workers  are  assigned  full  time,  only  864,  or  80  percent,  of  the 
1,083  family  individuals  in  interviewed  transient  cases  had  presump- 
tive immunity  to  smallpox. 

MeningoGoccio  meningitis. — In  the  case  of  meningococcic  menin- 
gitis, transients  are  perhaps  more  likely  than  any  other  class  to  give 
rise  to  an  epidemic.  It  is  a matter  of  general  epidemiological  knowl- 
edge that  when  a number  of  adults,  not  previously  accustomed  to 
such  conditions,  are  quartered  in  congregate  shelters,  the  probability 
of  epidemic  meningitis  occurring  among  them  is  greater  than  among 
groups  not  so  constituted.  Cook,®®  studying  enlisted  men  in  the 
United  States  Navy,  has  shown  that  the  attack  rates  of  this  condition 
are  in  inverse  ratio  to  length  of  exposure  to  congi-egate  living;  and 
further,  that  men  entering  “barracks”  life  during  the  fall  and  winter 
months  had  a much  higher  attack  rate  than  those  whose  service  life 
began  during  the  spring  and  summer. 

Congregate  shelters  for  homeless  men  have  many  of  the  charac- 
teristics necessary  for  an  outbreak  of  meningitis,  and  epidemics  of 
the  condition  have  occurred  in  them.  One  such  epidemic  was  re- 
ported as  arising  in  a municipal  lodging  for  homeless  men  in  Cin- 
cinnati when  20  cases  occurred  during  the  spring  of  1935.'^® 

INTltODUCnON  OF  NEW  COMMUNICABLE  DISEASES 

The  spread  of  most  communicable  diseases  from  one  country  to« 
another  or  from  one  community  to  another  depends  primarily  on  the- 
movement  of  human  carriers.  There  are  a few  exceptions  such  as 
plague,  yellow  fever,  and  tularaemia,  in  which  animal  hosts  may 
transport  the  condition  to  new  territories,  but  the  majority  of  com- 
municable diseases  are  dependent  on  man  for  introduction  into  new 
populations.  Whether  syphilis  was  introduced  into  Europe  from 
the  Western  Hemisphere  or  from  the  Orient,  it  was  nevertheless 
seen  in  Europe  only  after  there  had  been  a movement  of  people  from 
those  areas  to  Europe.  The  history  of  epidemic  diseases  among  the 
South  Sea  Islanders  and,  recent  studies  of  epidemics  in  the  Faroe 
Islands  all  support  the  contention  that  most  communicable  diseases 
are  spread  by  human  carriers. 

Since  transients  are  persons  who  have  migrated,  more  or  less  re- 
cently, into  communities  other  than  those  in  which  they  were  born, 
they  have  one  characteristic,  that  of  migration,  necessary  for  the 
spread  of  communicable  disease.  That  they  are  needy  persons  has 
no  significance.  But  several  other  conditions  are  necessary  to  make  - 
a migrating  group  responsible  for  the  introduction  of  a commun-  - 
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icable  disease  into  an  uninfected  area.  These  factors  are:  (1)  There 
must  be  at  least  one  individual  in  the  migrating  group  who  has  the 
disease  in  a form  that  is  communicable;  (2)  there  must  he,  in  the 
area  to  which  migration  is  directed,  a means  of  transmission  from 
infected  to  noninfVcted  persons;  (3)  there  must  be,  in  that  area, 
individuals  susceptible  to  the  disease. 

This  discussion  will  be  limited  to  the  class  of  communicable  dis- 
eases endemic  in  parts  of  this  country  and  practically  nonexistent 
in  others.  The  distinction  between  these  diseases  and  those  that  recur 
periodically  is  not  entirely  clear.  Measles  has  been  classified  in  this 
study  as  au  endemic  disease,  that  is,  one  existing  at  practically  all 
times  throughout  the  United  States.  Yet  there  are  months  in  which 
no  cases  are  reported  from  some  States.  This  is  also  true  of  malaria, 
anterior  poliomyelitis,  and  other  diseases  discussed  in  this  section  as 
not  endemic  in  parts  of  the  United  States.  This  last  group  of  dis- 
eases does,  however,  have  this  distinguishing  characteristic:  They 
are  not  expected  to  occur  at  fairly  regular  intervals  in  all  States, 
while  in  the  case  of  tuberculosis,  measles,  diphtheria,  and  the  other 
conditions  discussed  previously,  not  only  can  it  be  predicted  that 
cases  will  occur,  but  the  expected  number  can  be  estimated  with  some 
degree  of  accuracy.  It  is  on  the  basis  of  unpredictability,  then,  that 
the  diseases  discussed  in  this  section  are  classified.  The  classification 
will  serve  and  is  used  only  to  illustrate  the  influences  of  the  intro- 
duction of  pathogenic  organisms  into  areas  relatively  free  of  the  con- 
ditions caused  by  them. 

Malaria. — Probably  malaria  is  the  best  example  of  this  class  of 
“unpredictable”  diseases,  both  from  the  standpoint  of  economic  im- 
portance and  limited  endemicity.  The  discussion  of  this  disease 
will  be  used  to  illustrate  the  principles  involved  in  introducing  a 
disease  into  areas  not  ordinarily  suffering  from  it. 

In  the  years  1936  and  1937  combined,  241,510  cases  of  malaria  were 
reported  to  the  various  State  departments  of  health  and  to  the  United 
States  Public  Health  Service  from  38  States.  Of  this  number, 
206,694  cases,  or  86  percent,  were  reported  from  4 States,  Georgia, 
Mississippi,  South  Carolina,  and  Texas.  Twenty-three  other  States 
in  1936  and  20  States  in  1937  reported  fewer  than  100  cases  each. 
While  it  is  recognized  that  reporting  of  malaria  is  very  incomplete, 
it  is  believed  that  data  on  the  true  incidence,  if  available,  would  not 
materially  affect  this  picture  of  endemicity  within  the  United  States. 

There  are  certainly  several  States  where,  for  a number  of  reasons, 
no  cases  of  malaria  occur  during  the  average  year.  Some  localities 
may  lack  a type  of  mosquito  capable  of  transmitting  the  disease 
from  one  human  to  another.  In  most  States,  however,  even  in  the 
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majority  of  those  relatively  free  of  tlie  condition,  mosquitoes  capable 
of  transmitting  the  disease  may  be  fouiul  in  the  vicinity  of  human 
habitations;  and,  furthermore,  the  resident  population  is  susceptible 
to  malaria.  In  such  communities,  in  order  for  malaria  to  invade  the 
resident  population,  there  is  needed  only  the  presence  of  persons 
with  malaria  in  a stage  easily  transmitted,  and  opportunities  for 
mosquitoes  to  feed  on  them  and  subsequently  on  the  noninfected. 

No  recent  localized  epidemics  of  malaria  have  been  ])roved  to 
be  due  to  transients  as  such.  However,  since  the  only  real  difference 
between  transients  and  other  types  of  migrants  is  a matter  of  finan- 
cial status,  which  is  not  a factor  witli  which  the  malarial  parasite 
is  concerned,  epidemics  apparently  due  to  migrants  and  designated 
as  “imj)orted  epidemics’*  will  illustrate  the  situation  satisfactorily. 

In  the  late  summer  and  early  fall  of  1934,  37  ca.ses  of  malaria 
were  diagnosed  in  Aurora,  Ohio,  although  ])rior  to  this  epidemic  no 
cases  had  been  reported  in  the  community  since  1920.  In  the  rejwrt 
of  this  outbreak  the  authors  conclude : “It  is  probable  * * * ^ 

the  epidemic  here  reported  was  due  to  the  introduction  of  an  infected 
individual.” 

In  reporting  an  epidemic  which  occurred  in  Paw  Paw,  Mich.,  in 
August  1934,  the  health  officer  of  the  county  says : “Several  residents 
(of  Paw  Paw)  have  chronic  malaria  and  some  of  their  original  infec- 
tions were  contracted  while  visiting  Central  American  countries.” 
An  epidemic  of  30  cases  of  malaria  occurring  within  a mile  radius 
of  Mills  Fall  Pond  in  Tazewell  County,  Va.,  in  August  and  Septem- 
ber 1935  was  believed  by  the  investigator  to  have  arisen  from  members 
of  camping  parties  from  eastern  Virginia  who  spent  2 or  3 weeks  on 
the  lake  during  the  summer.'^® 

With  reference  to  the  small  epidemic  of  malaria  reported  at  Coving- 
ton, Va.,  in  1923,  there  is  quoted  below  a portion  of  the  Quarterly 
Report  on  Malaria  Control,  1923,  submitted  by  Clinton  A.  Kane, 
Director  of  Malaria  Control,  State  Department  of  Health  of  Virginia  : 

One  small  epidemic  of  malaria  occurred  in  Covington  and  was  investigated 
=f  * * Twenty  cases  of  malaria  were  reixirted  in  .Inly  from  Covington.  Alle- 

ghany County,  Va.  As  this  county  has  never  before  reported  malaria,  an  inve.sti- 
gation  was  made  by  Dr.  Roy  K.  Flannagan.  Assistant  Health  Commissioner,  and 
later  in  August  a survey  in  detail  was  made  by  the  ^Malaria  Department.  Many 
breeding  places  of  Culex  were  found  in  Covington  but  only  in  one  section  of  the 
area  was  Anopheles  breeding  found.  This  was  a large  seepage  area  located  in 
the  section  from  which  the  malaria  cases  occurred  * * *.  in  tracing  the  his- 

iory  of  malaria  in  this  town  it  was  found  that  (a  railroad  company)  was  doing 
excavation  work  and  had  imported  laborers  from  the  tidewater  section  of  Vir- 
ginia, which,  of  course,  is  in  the  malaria  belt.  Upon  further  investigations  it  was 


” See  (GO) , p.  1. 
7=See  (85). 
wSee  (52). 


123 


found  that  one  of  the;^  e men  was  boarding  in  the  part  of  the  town  in  which  mala- 
ria later  occurred,  uliile  living  there  he  had  a relapse,  having  had  malaria 
jireviously  to  this  attack.  The  infection  was  undoubtedly  carried  to  Covington 
in  this  way. 

It  would  seem  then  that  epidemics  of  malaria  not  only  may  but 
do  occur  in  areas  practically  free  of  the  condition  as  a result  of  the 
immigration  of  individuals  who  harbor  the  parasite.  In  this  manner, 
a transient  or  any  other  type  of  migrant  might  introduce  the  infection 
and  in  so  doing  introduce  a great  danger  to  the  resident  population. 

Similarly,  other  diseases  may  be  introduced  into  areas  and  popula- 
tions relatively  free  of  them  by  the  entrance  of  individuals  harboring, 
in  an  infectious  form,  the  respective  patliogenic  organisms.  For 
example,  trachoma  (a  disease  relatively  unknown  there  formerly) 
has  been  reported  as  appearing  in  California  in  migratory  workers. 
Although  knowledge  of  the  method  of  spread  of  infantile  paralysis 
is  not  complete,  studies  of  epidemics  suggest  that  it  is  transported 
from  one  locality  to  another  by  carriers  of  tlie  virus,  who  might  well 
be  transients. 

CREATION  or  UNUSUAL  AND  INCONSTANT  DEMANDS  ON  PUBLIC  MEDICAL 

FACILITIES 

In  Part  I the  causes  responsible  for  the  enactment  of  legal  settle- 
ment status  and  poor  laws  have  been  discussed.  In  Part  II  it  was 
shown  that  tlie  practice  of  agencies  that  dispense  public  assistance, 
whether  under  statutory  provision  or  not,  is,  among  other  considera- 
tions, often  directed  toward  the  exclusion  f)f  nonresidents  from  public 
benefits.  It  has  been  further  shown  tluit  when  the  number  of  tran- 
sients increases  in  relation  to  the  general  pojiulation,  especially  in 
times  of  general  economic  distress,  the  tendency  is  for  States  and 
communities  to  increase  all  requirements  ]irerequisite  to  public 
assistance  as  residents. 

These  are  but  natural  human  reactions.  They  are  rooted  in  the 
impulse,  almost  an  instinct,  to  protect  one’s  property.  While  the 
average  man  may  have  no  objection  to  the  assistance  of  individual 
nonresidents  whom  he  sees  and  recognizes  as  needy,  he  has  an  aversion 
to  increased  approiiriations  and  increased  taxes  to  support  or  assist 
persons  whom  he  considers  outsiders.  There  is  also  the  very  wide- 
spread belief  that  public  organized  assistance  to  nonresidents  may 
tend  to  attract  still  greater  numbers  of  such  persons.  It  is  believed 
that  this  effect  will  come  about  in  any  area  in  direct  proportion  to 
the  excellence  of  the  quality  and  quantity  of  relief  given  to  transients 
in  that  area,  as  compared  with  relief  dispensed  to  needy  residents 
in  other  areas.  If  badly  needed  assistance  is  available  anywhere, 
people  will  move  to  the  community  in  which  it  is  available,  The 
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force  of  this  attraction  dei>ends  both  on  the  compelling  nature  of 
the  individual’s  consciousness  of  need  and  the  relative  amount  of 
assistance  available  in  another  community.  It  is  doubtful  whether 
very  many  unattached  individuals  would  migrate  any  considerable 
distance  solely  to  secure  lodging  in  a better  municipal  lodging  house 
than  the  one  in  which  they  find  themselves.  The  benefits  received 
might  not  compensate  them  for  the  uncertainties  of  a change  of  locale 
and  the  difficulties  of  travel. 

But  for  the  sake  of  a relatively  much  more  expensive  type  of 
public  assistance,  the  situation  may  be  quite  different.  Hospitaliza- 
tion for  tuberculosis  will  serve  as  an  example.  There  are  in  the 
United  States  thousands  of  tuberculous  persons  who  realize  their 
need  of  hospitalization  but  are  unable  to  finance  their  stay  in  such 
an  institution  fi-om  private  resources  or  to  gain  admission  to  available 
free  beds  for  the  tuberculous.  Let  any  State  or  community  provide 
free  sanatorium  care  for  all  tuberculous  persons  regardless  of  resi- 
dence status  and  it  is  likely  that  many  persons  will  promptly  migrate 
there  when  it  becomes  known  that  such  care  is  available.  If,  in 
addition,  that  State  or  community  were  in  the  area  reputed  to  have  a 
salubrious  climate  for  respiratory  diseases,  the  number  of  tuberculous 
migrants  attracted  and  their  rate  of  migration  would  be  increased. 

The  same  principles  operate  in  the  search  for  public  medical  care 
for  ordinary  conditions.  The  number  of  persons  who  migrate  great 
distances  for  medical  care  is,  however,  small.  Only  1.8  percent  of 
the  unattached  interstate  transients  and  1.2  percent  of  the  interstate 
transient  families  interviewed  in  20  cities  had  started  migration  in 
order  to  seek  medical  care.  If  those  interviewed  in  Hot  Springs, 
Ark.,  are  eliminated,  the  percentage  is  negligible.  Migration  for 
free  medical  care  is  principally  rural-urban  and  intrastate. 

Eestrictions  against  transients  are  set  up  in  the  statutes  and  admin- 
istrative practices  of  practically  all  public  hospitals  and  clinics. 
But,  on  the  other  hand,  transients  do  receive  some  free  public  medi- 
cal care.  It  has  been  shown  that  in  the  20  cities  studied  there  were 
206  agencies  that  gave  medical  care  to  transients.  Of  these,  roughly 
one-third  restrict  care  to  transients  with  emergency  conditions,  an- 
other third  limit  the  ordinary  care  given  to  transients  to  selected 
cases  only,  and  about  one-fourth  make  no  restrictions.  In  the  statutes 
and  administrative  rulings  governing  the  admission  policies  of  these 
institutions,  one  can  usually  find  some  such  clause  as  “nonresidents 
shall  not  be  admitted  to  (hospital  or  institution)  except  for  emer- 
gency conditions.”  Even  if  some  such  provision  is  not  made  in  the 
law  or  by  formal  ruling,  emergency  transient  cases  are  usually  ad- 
mitted in  practice. 

Considerable  differences  exist  between  communities  in  what  is 
considered  an  emergency  condition.  The  staff  of  almost  any  hos- 
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pital  considers  an  acute  case  of  appendicitis  or  a broken  leg  as  an 
emergency  condition  and  will  admit  all  persons  with  such  conditions 
to  the  hospital.  In  the  one  condition  the  danger  to  life  or,  in  the 
other,  the  danger  of  permanent  deformity  is  universally  recognized 
and  everyone  agrees  that  the  circumstances  constitute  an  emergency. 
The  distinction  is  not  so  clear  cut  in  less  dramatic  or  less  drastic 
conditions. 

Then,  too,  there  are  conditions  for  which  transients  are  admitted 
to  the  hospitals  in  order  to  protect  the  public  health.  Most  States 
require  that  the  criminally  insane  and  those  afflicted  wdth  smallpox, 
diphtheria,  scarlet  fever,  and  other  dangerous  communicable  diseases 
be  isolated.  In  such  conditions  no  consideration  is  taken  of  the  resi- 
dence status  of  the  individual. 

What  then  are  the  effects  on  community  health  of  this  demand 
on  the  public  hospitals  and  clinics  by  transients?  It  is  believed 
that  there  is  very  little  direct  effect  on  resident  health.  It  is  doubtful 
that  any  significant  number  of  residents  are  deprived  of  beds  in 
hospitals,  visits  to  out-patient  departments,  or  attention  in  clinics 
because  those  services  have  already  been  rendered  or  must  be  rendered 
to  transients.  Certainly  in  city  or  county  general  hospitals,  venereal 
disease  clinics,  or  out-patient  departments,  one  would  not  expect  the 
staff  to  admit  transients  to  the  point  that  service  to  residents  would 
be  lacking  in  quantity. 

This  might,  however,  occur  occasionally  in  medical  facilities  under 
private  and  nonprofit  association  control.  Many  such  hospitals  set 
aside  a certain  number  of  beds  for  charity  patients.  It  has  been 
shown  that  some  hospitals  and  clinics  dO'  not  restrict  the  type  of 
service  given  to  transients,  nor  do  some  of  them  make  any  distinction 
between  transients  and  residents.  If  such  hospitals  are  the  only 
ones  offering  free  hospitalization  and  clinic  care  in  a community  and 
if  an  unusually  large  number  of  transients  migrate  to  the  community, 
indigent  residents  needing  this  type  of  care  might  well  be  refused 
the  service  because  of  prior  application  by  transients.  It  was  stated 
]n  one  study  that  “The  overcrowded  hospitals  which  must  take  emer- 
gency nonresident  cases  sometimes  do  not  have  room  for  those  who 
have  legal  residence.” 

A more  certain  effect  of  the  presence  of  transients  on  the  health 
of  the  community  is  the  drain  on  health  funds  and  appropriations 
through  the  hospitalization  and  medical  care  that  communities  fur- 
nish to  them.  The  study  will  not,  at  this  point,  consider  the  right 
of  transients  to  medical  care,  regardless  of  residence  status.  Tran- 
sients are  consuming  tax  funds  and  private  contributions  set  aside 
by  the  residents  of  communities  for  the  medical  relief  of  indigent 
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residents  and  only  the  effect  of  this  financial  load  will  be  discussed. 
Little  data  are  available  about  the  amount  of  funds  consumed  by 
transients  in  this  manner.  No  comprehensive  data  on  the  subject 
for  the  entire  United  States  exist,  but  it  may  be  stated  with  certainty 
that  the  amounts  are  generally  proportionate  to  the  number  of  tran- 
sients in  the  various  communities.  The  Transient  Case  Study  has 
shown  that,  out  of  14,076  transients  not  eligible  for  Federal  hospital- 
ization as  United  States  veterans  or  merchant  seamen,  430  were  ad- 
mitted to  hospitals  as  bed  patients  during  a 3-month  survey  period. 

In  order  to  estimate,  for  one  area,  the  number  of  interstate  tran- 
sients actually  admitted  to  hosj)itals,  the  66  county  or  nonprofit  asso- 
ciation general  hospitals  in  California  were  requested  in  March  1939 
to  furnish  these  data  from  their  admission  records  or  from  estimates. 
California  was  chosen  because  it  is  known  to  have  both  relatively 
large  numbers  of  transients  and  a rather  complete  system  of  county 
hospitals. 

Table  66  shows  the  results  obtained  from  this  questionnaire. 
Roughly  two-thii-ds  of  the  hospitals  replied.  Of  the  county  hospitals 
that  re})lied  all  had  admitted  interstate  transients  to  bed  service. 
The  mean  annual  number  admitted  was  571  per  county  hospital.  If 
the  replies  are  accepted  as  accurate,  using  $4.54  as  the  daily  per 
capita  cost  in  general  hospitals  and  12.5  days  as  the  average  hos- 
pitalization per  patient,^®  the  average  annual  cost  to  the  people  in 
each  of  these  15  California  counties  for  free  hospitalization  in  county 
hospitals  of  interstate  transients  in  1938  was  $31,000. 


Table  66. — Distribution  of  transients  admitted  as  in-patients  to  Ii2  registered'^ 
general  hospitals  in  California,  1938,  according  to  control  of  hospital 


Control  of  hospital 

All  reg- 
istered 
hospi- 
tals ' 

Hospitals  replying  to 
questionnaire 

Transients  admitted  s to 
in-patient  service,  1938 

Mean 
annual 
number 
admitted 
by  hos- 
pitals 
accepting 
any  tran- 
sients 

Total 

Giving 
care  to 
transients 

Not 
giving 
care  to 
transients 

Total 

Free 

Part- 

pay 

Total 

66 

42 

28 

14 

8, 918 

8,  294 

624 

318 

County 

27 

15 

15 

0 

8, 560 

8, 227 

333 

571 

Nonprofit  association 

39 

27 

13 

14 

358 

67 

291 

27 

'Registered  with  American  Medical  Association,  Hospital  Number,  J.  Am.  Med.  Assoc.,  112;  935-938 
(March  11, 1939).  Only  hospitals  under  the  control  of  county  governments  and  nonprofit  associations  are 
included, 

* t hospital  reported  number  discharged. 


Only  13  of  the  27  nonprofit  association  general  hospitals  replying 
to  the  questionnaire  had  admitted  interstate  transients  to  in-patient 


See  (117)  for  derivation  of  this  figure. 

Refer  to  (67),  p.  909  for  derivation  of  this  average. 
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service  and  the  mean  number  admitted  annually  was  27.  From  the 
replies  it  would  seem  that  the  load  borne  by  county  hospitals  in 
California  was  much  greater  than  that  of  nonprofit  association  hos- 
pitals. 

A study  of  transients  applying  for  free  and  part-pay  medical  care 
in  Los  Angeles  in  1937  showed  that,  of  1,011  applicants  to  7 public 
and  9 private  agencies  during  the  period  January  25  to  February  24, 
1G7,  or  16.5  percent,  were  hospitalized,  and  849,  or  84  percent,  were 
accepted  for  medical  care  “in  spite  of  the  established  policy  of  the 
majority  of  the  medical  care  agencies  not  to  care  for  transients.” 
From  these  data  it  would  appear  that  roughly  2,000  transient  patients 
a year  are  admitted  to  free  or  part-pay  hospital  beds  in  these  16 
medical  agencies  of  Los  Angeles,  and  that  an  additional  9,000  are 
given  medical  care  other  than  hospitalization.  It  has  been  estimated 
th&t  hospitalization  of  transients  at  Los  Angeles  County  General 
Hospital  alone  costs  about  $170,000  annually  and  that  92  percent  of 
it  is  free  care. 

The  most  thorough  available  analysis  of  the  cost  of  hospitalization 
of  transients  or  “nonresidents”  is  that  of  the  Department  of  Admis- 
sions of  Louisville  City  Hospital.  This  department  estimated  in 
1937  that  “it  means  that  the  nonresidents  cost  the  city  $14,740.50 
last  year  for  care  only.  The  taxpayer  foots  the  bills.”  The  annual 
report  of  this  same  department  for  1938  shows  that  427  nonresidents 
applied  during  the  year  for  admission  to  the  wards  as  bed  patients. 
One  hundred  forty-eight  of  these  were  rejected  because  of  lack  of 
residence  and  279  were  admitted  to  the  hospital  and  referred  later  to 
other  hospitals,  physicians,  and  fiscal  authorities.  The  average  length 
of  hospitalization  of  all  cases  referred  after  hospitalization  was  12.3 
days  and  the  average  daily  cost  per  patient  $2.60.  On  these  bases 
hospitalization  of  nonresidents  in  this  hospital  cost  Louisville  tax- 
payers approximately  $9,000  in  1938.  It  should  be  noted  that  of  all 
nonresident  applicants  260,  or  60  percent,  were  from  Kentucky  out- 
side Louisville.  Kentucky  has  a small  transient  problem  as  com- 
pared with  some  of  the  southwestern  States,  which  accounts  for  the 
high  proportion  of  intrastate  transients  among  these  applicants. 

If  plans  are  made  for  providing  more  adequate  medical  care  to 
transients,  consideration  should  be  given  to  the  financial  burden  now 
being  carried  by  a relatively  few  States  and  communities  in  supplying 
public  medical  care  to  individuals  who  are  largely  the  legal  respon- 
sibility of  other  States. 


■"See  (25). 
™See  (80). 
’“See  (79). 
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